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FOREWORD 


This  Study  and  the  RNIB  Development  Programme 


The  Royal  National  Institute  for  the  Blind  is  at  present 
(1984-86)  reviewing  the  options  for  the  development  of  its 
services,  in  order  to  identify  priorities  and  draw  up  an  overall 
development  programme.  I believe  that  this  report  will  have  a 
crucial  impact  on  that  programme. 

This  study  predates,  but  is  akin  to,  a series  of  policy  reviews, 
feasibility  studies  and  position  papers  which  have  been 
commissioned  to  assess  present  activities,  consider  trends 
in  policy  and  practice  elsewhere,  and  identify  possible  future 
roles  for  RNIB.  The  reports  and  the  briefs  which  led  to  them 
vary  considerably  in  their  scope  and  detail,  but  all  are  set 
against  a backcloth  of  Policy  Guidelines  developed  in  the  first 
half  of  1984  (The  New  Beacon,  Vol  LXIX,  No.  813) . 

At  present  this  report  is  still  under  discussion  and  the  views 
expressed  in  it  are  not  necessarily  those  of  RNIB.  Further, 
these  recommendations  have  yet  to  be  considered  in  competition 
for  scarce  resources  with  other  proposals.  However,  I am  in  no 
doubt  that  we  shall  be  taking  its  findings,  far-reaching  as  they 
are,  into  serious  account.  Similarly,  I hope  that  people  in 
Local  Authority  Social  Services  Departments  will  consider  and 
act  upon  the  conclusions  drawn  by  this  study,  which  point  to 
significant  deficiencies  in  existing  statutory  provision. 

Lastly,  may  I thank  Dr  Shore  for  what  everyone  who  has  read  this 
report  so  far  believes  to  be  an  excellent  study;  and  Dr  Reid  as 
Chairman  of  the  Study  Group  on  Rehabilitation  for  his  advice  and 
guidance . 


Ian  Bruce 

Director-General 

1985 
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PREFACE 


Dr  Shore's  report,  "Local  Authority  Social  Rehabilitation 
Services  to  Visually  Handicapped  People",  was  commissioned 
by  the  Study  Group  on  Rehabilitation,  which  was  set  up  under 
my  Chairmanship  by  RNIB  in  1982.  The  survey  on  which  this 
report  is  based  covered  nineteen  Local  Authorities  in  England 
and  Wales  responsible  for  the  provision  of  social  services 
to  visually  handicapped  people.  These  nineteen  Authorities 
were  chosen  as  a stratified  random  sample,  and  I would  like  to 
take  this  opportunity  of  thanking  them  and  their  staff  for  the 
time  and  trouble  taken  in  responding  to  questionnaires  and 
follow-up  interviews.  I would  also  like  to  thank  those  visually 
handicapped  people  whose  responses  to  Dr  Shore  were  so  valuable 
in  enabling  us  to  see  the  service  from  the  vantage  point  of 
those  who  were  intended  to  be  its  beneficiaries. 

Dr  Shore's  report  deserves  the  closest  attention  by  all  those 
engaged  in  determining  policies  for  the  social  rehabilitation 
of  visually  handicapped  people.  There  are  two  reasons  for 
attaching  importance  to  it.  First,  it  offers  the  most 
authoritative  picture  to  date  of  the  enormous  variation  in 
standards  of  provision  of  social  rehabilitation  for  visually 
handicapped  people,  and  it  proposes  a theory,  based  on  the 
statements  of  those  managing  the  services,  which  attempts  to 
explain  why  these  variations  exist.  Since  the  creation  of 
generic  Social  Services  Departments  in  the  wake  of  the  1968 
Seebohm  Report,  evidence  has  been  accumulating  on  the  inadequacy 
of  rehabilitation  services  for  the  visually  handicapped  in  many 
areas  and  the  unacceptable  variation  in  standards  of  provision. 
Dr  Shore's  report  provides  authoritative  corroboration  for  this 
evidence.  It  points  to  unnacceptable  delays  in  the  registration 
procedures  which  are  the  essential  preliminaries  to  the 
initiation  of  rehabilitation  services.  It  substantiates 
existing  evidence  of  wide  variation  in  the  numbers  and  calibre 
of  Social  Services  Department  staff  responsible  for  assessing 
the  needs  of  visually  handicapped  people  and  providing 


rehabilitation  services  for  them.  Most  strikingly  perhaps,  it 
identifies  a very  low  level  of  provision  for  people  over  the 
age  of  65,  and  suggests  that  ageist  attitudes  result  in 
discrimination  against  elderly  visually  handicapped  people 
in  respect  of  the  quality  of  rehabilitation  service  they 
receive.  Only  21%  of  the  Local  Authorities  surveyed  appeared 
to  have  reached  an  acceptable  standard  of  rehabilitation 
service,  and  the  evidence  presented  to  Dr  Shore  on  future 
plans  suggests  that  in  areas  where  provision  is  already  poor 
the  situation  is  likely  to  deteriorate  further. 

Dr  Shore's  report  does  not  stop  short  at  description  - it  offers 
a theory,  based  on  the  statements  of  Social  Services  Department 
management  and  f ieldworkers , which  attempts  to  explain  why  these 
variations  exist.  It  suggests  that  Social  Services  Department 
staff  often  attach  a low  priority  to  visually  handicapped  people 
compared  with  other  disadvantaged  groups  for  whom  they  are 
responsible.  That  visually  handicapped  people  should  be 
perceived  in  this  way  may  stem  from  uncertainty  as  to  the 
precise  obligations  laid  on  Local  Authorities  by  legislation, 
as  well  as  from  the  absence  of  effective  pressure  by  and  on 
behalf  of  visually  handicapped  people.  It  may  also  be  that 
deficiencies  in  the  training  of  specialist  workers  for  the 
visually  handicapped,  and  especially  the  lack  of  a unified 
national  training  programme,  lead  to  these  specialist  workers 
being  perceived  as  having  a lower  status  than  other  Social 
Services  personnel  with  other  qualifications.  But  Dr  Shore's 
report  also  points  to  the  existence  of  managerial  deficiencies 
which  compound  these  shortcomings.  Many  areas  are  not  only 
woefully  lacking  in  specialist  workers  for  the  visually 
handicapped  but  also  possess  no  strategy  for  remedying  this 
deficiency.  In  all  too  many  areas  there  are  no  arrangements  for 
the  effective  monitoring  of  rehabilitation  services  by  Social 
Services  senior  management,  and  in  many  cases  there  is  no  clear 
line  of  managerial  responsibility  for  services  to  the  visually 
handicapped  from  the  Director  of  Social  Services  to  the  Social 
Worker  in  the  field. 


The  second  reason  for  paying  close  attention  to  this  report 
is  that  it  recommends  RNIB  to  take  action  to  improve  the 
quality  and  availability  of  rehabilitation  services  to 
visually  handicapped  people  at  local  and  regional  level.  This 
recommendation,  which  has  been  accepted  by  the  Rehabilitation 
Study  Group,  would  represent  a major  re-orientation  of  RNIB 
services.  Evidence  accumulated  by  Dr  Shore  shows  that  Social 
Services  Departments  and  visually  handicapped  people  themselves 
prefer  to  see  rehabilitation  services  provided,  as  far  as 
possible,  in  or  within  reach  of  the  client's  own  home.  The 
widespread  existence  of  this  preference  accounts,  no  doubt, 
for  the  very  low  take-up  of  places  on  the  residential  social 
rehabilitation  course  offered  by  RNIB  at  Clifton  Spinney  until 
1983.  Dr  Shore  urges,  and  the  Study  Group  has  recommended,  that 
RN IB's  future  role  in  social  rehabilitation  should  lie  chiefly 
in  helping  Local  Authorities,  Regional  Associations  for  the 
Blind,  local  voluntary  bodies.  National  Health  Services  staff, 
as  well  as  the  Department  of  Health  and  Social  Security,  to 
bring  local  services  for  the  visually  handicapped  up  to  an 
acceptable  standard. 

Dr  Shore's  report  contains  a number  of  specific  recommendations 
concerning  the  way  in  which  RNIB  might  try  to  bring  this 
improvement  about.  The  most  important  of  these  is  the  setting 
up  of  a pilot  project  in  two  or  three  Local  Authority  areas, 
to  be  called  a Rehabilitation  Consultancy  Service.  This 
service,  provided  by  trained  RNIB  staff,  would  aim  at  assessing 
existing  services  and  assisting  the  Local  Authorities  to  improve 
them  by  providing  appropriate  information  and  advice,  and  by 
co-ordinating  voluntary  and  statutory  bodies,  both  at  local 
and  national  level.  As  indicated  by  the  Director-General  in  his 
foreword,  the  conclusions  of  Dr  Shore's  report  and  those  of  the 
final  report  of  the  Study  Group  on  Rehabilitation  will  be  under 

active  consideration  by  RNIB  for  some  time  to  come,  and  it 

\ 

should  be  stressed  that  RNIB  has  no  intention  of  setting  up 
this  service  without  the  fullest  prior  consultation  with  all 
interested  parties  in  the  field.  The  Rehabilitation  Consultancy 
Service  will  be  intended  to  support  and  not  in  any  sense  to 
replace  the  roles  of  these  bodies. 


If  successful,  the  proposed  pilot  project  should  yield  important 
short  term  and  long  term  results.  In  the  short  term  it  should 
foster  the  improvement  of  staffing  levels  of  specialist  workers, 
increase  and  improve  the  quality  of  services  to  elderly  visually 
handicapped  people  and  speed  up  registration  procedures  by 
fostering  co-ordination  between  various  professional  groups. 

In  the  longer  term  we  might  envisage  the  establishment  of 
national  minimum  standards  for  the  provision  of  social 
rehabilitation  services  to  visually  handicapped  people, 
offering  each  newly  registered  person  a rehabilitation  plan, 
drawn  up  in  the  light  of  his  or  her  individual  needs  and 
delivered  as  appropriate  in  his  or  her  own  home,  at  a day 
centre  or,  in  some  cases,  at  a residential  unit  within 
reasonable  reach  of  his  or  her  place  of  residence. 


Dr  F Reid  MA,  D.Phil 
Chairman 

RNIB  Study  Group  on  Rehabilitation 
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1 . INTRODUCTION 

1.1  In  1982,  RNIB  established  a Study  Group  under  the  Chairmanship 
of  Dr  Fred  Reid  to  consider  and  advise  the  Institute  on  its 
future  role  in  the  development  and  provision  of  rehabilitation 
services  for  visually  handicapped  people  throughout  the  country. 
At  an  early  stage  in  its  deliberations,  the  Study  Group 
recognised  the  need  for  better  information  concerning  existing 
Local  Authority  activity  in  this  field  under  the  auspices  of  the 
1948  National  Assistance  Act  and  the  1970  Chronically  Sick  and 
Disabled  Persons  Act.  From  the  information  available  at  that 
time,  the  Study  Group  was  aware  that  there  prevailed  certain 
general  assumptions  concerning  the  nature  of  Local  Authority 
social  rehabilitation  services  for  visually  handicapped  adults, 
namely : 

There  was  assumed  to  be  considerable  disparity  in 
the  extent  and  quality  of  services  provided  by  Local 
Authority  Social  Services  Departments  in  various  parts 
of  the  country. 

It  was  assumed  that  the  services  provided  to  visually 
handicapped  people  living  in  rural  Authorities  would 
be  less  sophisticated  than  those  available  in  urban 
Authority  areas. 

It  was  presupposed  that  the  majority  of  Local 
Authorities  refrained  from  sending  clients  on 
residential  rehabilitation  courses  because  they 
- and  their  clients  - preferred  rehabilitation  to 
be  provided  by  a local  domiciliary  or  day  centre 
service . 

1.2  In  order  to  test  the  validity  of  these  assumptions,  therefore, 
the  Study  Group  commissioned  a survey  of  current  and  future 
Local  Authority  involvement  in  social  rehabilitation  services. 
The  Study  Group's  survey  was  carried  out  in  the  course  of  1983, 
and  the  present  report  provides  an  account  of  the  methodology 
and  findings  of  that  survey. 
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2. 


SURVEY  METHODOLOGY 


Survey  Design 


2.1  The  survey  commissioned  by  the  RNIB  Study  Group  on 
Rehabilitation  aimed  both  to  assess  the  social  rehabilitation 
services  currently  provided  by  Local  Authorities , and  to 
investigate  the  aims  and  expectations  of  the  service-providers 
and  their  clients.  Four  principal  areas  of  enquiry  were 
addressed  within  the  framework  of  the  survey: 

Current  levels  and  methods  of  social  rehabilitation 
services  for  visually  handicapped  adults. 

The  aims  and  attitudes  which  inform  the  policy  of 
Local  Authorities  in  providing  social  rehabilitation 
for  the  visually  handicapped. 

Local  Authorities'  perceptions  of  the  present  and 
future  role  of  RNIB  in  the  provision  of  social 
rehabilitation  on  a national  scale. 

The  expectations  of  visually  handicapped  people 
themselves  and  their  attitudes  towards  the 
rehabilitation  services  available  to  them. 

2.2  Proposals  for  the  design  of  the  survey  were  submitted  to  two 
academic  referees,  Professor  Peter  Townsend,  Professor  of  Social 
Policy  at  the  University  of  Bristol,  and  Dr  Michael  Tobin, 
Director  and  Theodore  Tyler  Lecturer  at  the  University  of 
Birmingham's  Research  Centre  for  the  Education  of  the  Visually 
Handicapped.  Following  the  advice  of  the  academic  referees,  it 
was  recognised  that  proposals'  for  a preliminary  postal  survey  of 
all  Local  Authorities  in  the  United  Kingdom  were  beyond  the 
resources  of  time  and  manpower  available  to  the  Study  Group. 

It  was  determined  that  the  project  could  proceed  effectively 
with  the  examination  of  a sample  of  Local  Authorities  only,  and 
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that  within  the  constraints  of  sample  size  and  method,  the 
circumstances  and  interests  of  Scotland  and  Northern  Ireland 
could  not  adequately  be  represented.  It  was  acknowledged, 
therefore,  that  the  scope  of  the  survey  should  be  confined  to 
the  Local  Authorities  of  England  and  Wales,  and  that  Scotland 
and  Northern  Ireland  would  need  to  form  the  subject  of  separate 
inquiries . 

Sampling  Method 

2.3  The  survey  aimed  to  examine  a representative  sample  of  twenty 
Local  Authorities  in  England  and  Wales,  selected  according 

to  urban/rural  divisions  and  estimated  standards  of  service 
to  visually  handicapped  people. 

2.4  A sampling  frame  for  the  selection  of  a proportionately 
stratified  sample  was  constructed,  using  the  standard 
administrative  divisions  between  County  Councils  on  the  one 
hand,  and  Metropolitan  Districts  and  London  Boroughs  on  the 
other.  Estimates  of  standards  of  service  used  as  the  basis  for 
the  second  stratum  in  the  sampling  frame  were  drawn  from  data 
illustrating  the  ratio  of  visually  handicapped  clients  to 
specialist  Local  Authority  social  workers,  published  in  the 
Inter-Regional  Review,  numbers  67-70,  summer  1980  - winter 
1981/82.  From  the  basis  of  the  published  client:staff  ratios, 
each  Local  Authority  was  classified  as  either  high,  median  or 
low,  applying  a range  of  175:1  to  238:1  as  median  in  the  case 
of  rural  Authorities,  and  of  220:1  to  282:1  in  the  case  of 
urban  Authorities.  The  resulting  tripartite  classification  is 
illustrated  in  Tables  2A  and  2B.  The  isolation  of  twenty  Local 
Authorities,  17%  of  all  Local  Authorities  in  England  and  Wales, 
according  to  this  proportionately  stratified  sample,  is  shown  in 
Table  2C.  Final  selection  of  Local  Authorities  within  the 
strata  was  made  at  random. 
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2.5  The  selected  Local  Authority  Social  Services  Departments  invited 
to  take  part  in  the  survey  were  provided  with  details  of  the 
aims  and  objectives  of  the  project,  as  well  as  of  the  extent  of 
Local  Authority  involvement  required.  Although  the  project  had 
obtained  the  approbation  of  the  Association  of  Directors  of 
Social  Services  Research  Committee,  eight  Local  Authority  Social 
Services  Departments  declined  to  take  part  in  the  survey.* 

2.6  It  ultimately  proved  possible  to  obtain  the  co-operation  of 
only  nineteen  appropriate  Local  Authorities;  the  vacant  place  in 
the  sample  being  reserved  for  a London  Borough  with  a high  ratio 
of  visually  handicapped  clients  to  specialist  staff. 

Survey  Methods 

2.7  The  work  of  the  survey  was  divided  into  three  distinct  phases: 
the  first  two  concentrating  on  the  approaches  adopted  by 
Local  Authority  Social  Services  Departments  to  the  provision 
of  rehabilitation  for  visually  handicapped  people,  while  the 
third  focused  on  the  response  of  clients  to  the  services  they 
received . 

2.8  In  the  first  phase,  Local  Authority  Social  Services  Departments 
were  requested  to  complete  a postal  questionnaire  whiqh  sought 
basic  information  in  the  following  areas: 

The  number  of  new  registrations  of  blind  and 
partially  sighted  people  in  the  previous  two  years 

The  number  of  staff  specialising  in  work  with  the 
visually  handicapped  employed  by  the  Social  Services 
Department  in  both  managerial  and  field  work  positions 


\ 


* 


Those  who  refused  were:  Metropolitan  Districts  of  St  Helens 
and  Sefton?  London  Boroughs  of  Barking,  Barnet,  Hackney, 
Havering,  Richmond  and  Sutton. 
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The  method  of  rehabilitation  service  delivery  adopted 
by  the  department. 

2.9  The  second  phase  of  the  survey  consisted  of  discussions  with 
Social  Services  Department  representatives  concerned  with 
the  administration  and  delivery  of  services  to  visually 
handicapped  people.  Field  workers,  as  well  as  staff  with 
managerial  responsibilities,  were  involved  in  discussions  in 
all  but  two  instances.  The  framework  for  these  interviews  was 
provided  by  a questionnaire,  but  Social  Services  Department 
representatives  were  encouraged  to  add  their  own  contributions 
to  the  discussion  as  they  saw  fit.  The  term  'discussion' 
rather  than  'interview'  came  to  be  applied  to  these  meetings 
with  Local  Authority  representatives,  since  it  was  emphasised 
that  the  objective  of  the  exercise  was  as  much  to  seek  the  Local 
Authorities'  views  on  RNIB , as  to  assess  the  Authorities'  own 
services  to  the  visually  handicapped. 

2.10  In  the  final  phase  of  the  survey  it  was  intended  to  interview 
a small  sample  of  the  visually  handicapped  people  in  each 

of  the  participating  Local  Authority  areas,  in  order  to 
gain  an  impression  of  the  consumers'  attitudes  towards  the 
rehabilitation  services  available  to  them.  It  was  recognised 
at  an  early  stage  in  the  planning  of  the  project,  that  the  Study 
Group's  limited  resources  would  not  permit  a survey  of  the  large 
numbers  of  visually  handicapped  people  necessary  to  provide  a 
truly  representative  sample.  Within  the  constraints  of  the 
project,  however,  efforts  were  made  to  secure  a sample  that 
would,  in  so  far  as  possible,  reflect  the  views  of  visually 
handicapped  people  with  relatively  recent  experience  of  the 
processes  of  registration  and  rehabilitation.  The  survey 
planned  to  include  interviews  with  ten  visually  handicapped 
people  from  each  of  the  nineteen  participating  Local 
Authorities.  Three  criteria  were  applied  to  the  selection  of 
respondents:  category  of  registration,  date  of  registration,  and 
age . 
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2.11  Category  of  registration:  only  people  registered  as  blind  were 
to  be  included  in  the  sample,  since  the  inclusion  of  a wider 
range  of  visual  disability  would  only  serve  further  to  impair 
the  reliability  of  information  obtained  from  so  small  a sample. 

2.12  Date  of  registration:  all  those  interviewed  were  to  have  been 
registered  more  than  one  year  and  less  than  three  years  before 
the  survey,  i.e.  between  1st  April  1980  and  31st  March  1982. 

In  this  way,  it  was  hoped  to  obtain  a sample  with  a relatively 
recent  memory  of  the  services  provided  to  help  them  overcome  the 
problems  created  by  visual  handicap,  while  at  the  same  time 
seeking  to  avoid  the  possibility  of  causing  distress  to  people 
recently  affected  by  sudden  traumatic  loss  of  sight. 

2.13  Age : the  age  distribution  of  the  sample  in  the  third  phase  of 
the  survey  was  intended  to  conform  in  broad  terms  to  the  age 
structure  of  the  visually  handicapped  population  nationally, 
i.e.:  74%  aged  65+.  In  practice,  however,  since  ten  respondents 
were  to  be  selected  in  each  of  the  participating  Local 
Authorities,  the  division  between  the  two  age  categories  was 
effected  in  the  proportion  of  70%  aged  65+,  to  30%  aged  64  and 
under,  thus  creating  a bias  in  favour  of  the  younger  age  group. 
Upper  and  lower  age  limits  were  set  at  79  and  18  respectively. 
The  younger  age  limit  was  fixed  in  order  to  exclude  those  of 
school  age  who  did  not  fall  within  the  remit  of  the  survey.  The 
upper  age  limit,  though  necessarily  arbitrary,  was  intended  to 
reduce  the  risk  of  involving  very  frail,  infirm  or  mentally 
confused  elderly  people  in  a lengthy  and  possibly  taxing 
interview,  which  might  only  serve  to  cause  them  unnecessary 
anxiety  or  distress. 

2.14  The  sample  target  of  190  respondents,  i.e.  ten  visually 
handicapped  people  in  each  of  nineteen  Local  Authorities, 
represented  4.5%  of  the  aggregrated  additions  to  the  blind 
register  in  the  participating  Authorities  during  the  two  year 
registration  period  covered  by  the  survey. 
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2.15  Although  the  criteria  for  the  selection  of  the  sample  of 
recently  registered  blind  people  were  laid  down  by  the  survey, 
responsibility  for  the  selection  of  names  of  potential 
respondents  from  the  Local  Authorities'  registers  remained  in 
the  hands  of  the  Social  Services  Departments  concerned.  For 
reasons  of  confidentiality,  sixteen  of  the  nineteen 
collaborating  Local  Authorities  insisted  on  obtaining  the 
permission  of  their  clients  before  divulging  the  names  of 
potential  respondents  to  the  survey.  Only  two  Authorities  were 
prepared  to  provide  selected  lists  of  clients  registered  within 
the  appropriate  period  without  having  obtained  prior  permission 
from  the  individuals  concerned.  The  one  remaining  Authority 
proved  unable  to  provide  the  names  of  any  potential  respondents. 

2.16  The  necessity  of  observing  a strictly  random  process  of 
selection  within  the  sampling  strata  established  by  the  survey, 
was  repeatedly  emphasised  during  negotiations  with  Social 
Services  Department  representatives.  Since  control  could  not, 
however,  be  exercised  over  this  aspect  of  the  selection 
procedure,  the  possibility  that  an  element  of  bias  may  exist 

in  the  final  sample  cannot  be  ruled  out.  Nevertheless,  there 
appears  little  reason  to  doubt  that  the  principle  of  random 
selection  was  strictly  maintained  by  the  majority  of 
. participating  Local  Authorities. 

2.17  Respondents  in  the  third  phase  of  the  survey  were  interviewed 
in  their  usual  place  of  residence  or,  in  one  case,  at  the 
respondent's  place  of  work.  All  interviews  were  based  upon  a 
questionnaire  which  enquired  into  the  respondent's  domestic 
circumstances,  general  health  and  employment  status,  as  well  as 
the  nature  and  extent  of  the  assistance  they  received  to  help 
them  overcome  the  problems  of  visual  loss.  In  addition, 
respondents  were  given  the  opportunity  to  comment  on  the 
services  provided  both  by  Local  Authority  Social  Services 
Departments  and  by  the  RNIB.  Interviews  varied  in  length  from 
30  minutes  to  2 hours,  but  averaged  l-l^  hours  in  duration. 
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2.18  Interviewers,  who  were  all  university  students  or  post-graduates 
with  previous  experience  of  interviewing  in  the  context  of  the 
social  sciences,  took  part  in  a preliminary  induction  programme 
which  established  the  objectives  and  procedures  of  the  survey, 
and  aimed  to  provide  some  insight  into  the  problems  of  visual 
handicap . 

2.19  At  the  conclusion  of  each  interview,  a brief  report  was 
submitted  to  the  appropriate  Social  Services  Department, 
indicating  that  the  interview  had  taken  place  and  noting  any 
requests  made  by  the  respondent  for  further  assistance.  The 
interviews  in  the  third  phase  of  the  survey  also  generated  many 
enquiries  concerning  RNXB  services,  and  these  were  answered  by 
RNIB's  Vocational  and  Social  Services  Department. 


SUMMARY 


The  survey  aimed  to  provide  a quantitative  and  qualitative 
assessment  of  the  rehabilitation  services  provided  by  a 
proportionately  stratified  sample  of  twenty  Local  Authority 
Social  Services  Departments.  Evidence  derived  from  discussions 
with  Social  Services  Department  representatives  was  augmented  by 
data  obtained  in  interviews  with  a small  sample  of  recently 
registered  blind  people  in  each  of  the  participating  Local 
Authorities . 


TABLE  2. A 


CLIENT  : SPECIALIST  RATIOS 
Inter-Regional  Review  67-69  (1980-81) 

COUNTY  COUNCILS 
(Median  range  175:1  - 238:1) 


HIGH  (51.1%) 

MEDIAN  (27.6%) 

LOW  (21.3%) 

Bedfordshire 

541:1 

Cornwall 

217:1 

Avon 

163: 

Berkshire 

446:1 

Derbyshire 

186:1 

Cheshire 

159: 

Buckinghamshire 

714:1 

Durham 

196:1 

Clwyd 

146: 

Cambridgeshire 

309:1 

East  Sussex 

229:1 

Cumbria 

131: 

Cleveland 

530:1 

Gloucestershire 

216:1 

Gwent 

139: 

Devon 

673:1 

Gwynedd 

196:1 

Isle  of  Wight  146: 

Dorset 

320:1 

Humberside 

238:1 

Lincolnshire 

152: 

Dyfed 

391:1 

Kent 

224:1 

Powys 

130: 

Essex 

373:1 

Leicestershire 

176:1 

Shropshire 

110: 

Hampshire 

397:1 

Nottinghamshire 

202:1 

Somerset 

147: 

Hereford  & Worcester 

405:1 

South  Glamorgan 

238:1 

Hertfordshire 

644:1 

Warwickshire 

230:1 

Lancashire 

630:1 

West  Glamorgan 

211:1 

Mid-Glamorgan  401 : 1 

Norfolk  335:1 

Northamptonshire  638:1 

Northumberland  a 

North  Yorkshire  478:1 

Oxfordshire  273:1 

Staffordshire  386:1 

Suffolk  252:1 

Surrey  336:1 

West  Sussex  271:1 

Wiltshire  1320:1 


1 

1 

1 

1 

1 

1 

1 

1 

1 

1 
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TABLE  2.C 


SAMPLE  STRUCTURE 


A 


B 


Isolation  of  First  Stratum:  Urban/Rural  Distribution 


England  and  Wales 

Total 

17% 

County  Councils 

47 

8 

Metropolitan  Districts 

36  ) 

12 

London  Boroughs 

33  ) 

Total  L.A.s 

116 

20 

20  L.A.s  = 17%  sample 

Isolation  of  Second  Stratum:  Level  of  provision 

of 

rehabilitation  services 

to  the  visually  handicapped 

Sample 


Rural  Stratum 
Urban  Stratum 


County  Councils 


Sample 

Total  17% 


i) 

with  high  client : specialist 
ratio 

24 

4 

ii) 

with  median  client specialist 
ratio 

13 

2 

iii) 

with  low  client  specialist 

10 

2 

ratio 

47 

8 

Metropolitan  Districts  and  London  Boroughs 

Sample 


Total  17% 


i)  with  high  client: specialist  48  8 

ratio 

ii)  with  median  client  specialist  8 2 

ratio 

iii)  with  low  client: specialist  13  2 

ratio 

69  12 
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3. 


PROFILE  OF  LOCAL  AUTHORITIES 


Geographic  Distribution 

3.1  The  final  sample  of  nineteen  Local  Authorities  provided 
reasonable  geographical  coverage  of  the  country,  from  Devon 
in  the  south-west  to  the  Tyne  and  Wear  boroughs  of  Gateshead 
and  Sunderland  in  the  north-east.  The  eastern  counties  of  East 
Anglia,  including  Cambridgeshire  and  Lincolnshire,  were  the  only 
region  of  the  country  not  to  be  represented  in  the  sample.  The 
sample  was  successful  in  presenting  varied  examples  of  the 
physical  and  human  geography  which  affect  the  planning  and 
operation  of  Local  Authority  services,  and  incorporated  both 
extremes  in  the  range  of  population  density. 

Population  and  Area 

3.2  The  sample  encompassed  some  of  the  largest  counties  by  area  in 
England  and  Wales,  but  the  particularly  rural  character  of  those 
Authorities  was  counterbalanced  by  the  inclusion  of  two  counties 
with  considerably  higher  levels  of  population. 

3.3  The  Metropolitan  Districts  included  in  the  final  sample, 
represent  four  of  the  six  Metropolitan  Counties  in  England,  and 
range  in  size  of  population  from  465,000  to  179,000.  Overall, 
the  population  density  of  the  six  Metropolitan  Districts 
surveyed  was  comparable  to  the  average  for  all  such  Authorities: 

Population  Density 
(hectares  per  1,000  pop) 


Average  for  sample  of  Metropolitan 
Districts  (6) 

58 

Average  for  all  Metropolitan 
Districts  (36) 

63 

Within  the  sample,  population  density  of  Metropolitan  Districts 
ranged  from  80  hectares  per  1,000  population,  to  only  33  h.p.t. 
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3.4  Population  density  in  the  sample  of  London  Boroughs  was  nearly 
double  that  for  Greater  London  as  a whole  (12  h.p.t.  as  opposed 
to  22  h.p.t.),  since  four  of  the  five  Authorities  who  agreed  to 
take  part  in  the  survey  were  located  in  the  Inner  London  area. 

Age  Structure  of  the  General  Population 

3.5  The  age  distribution  of  the  general  population  in  the  Local 
Authorities  surveyed,  conformed  precisely  to  the  national 
average  in  terms  of  the  proportion  of  people  in  the  65-74  and 
75+  age  groups,  i.e.: 


Population  aged  65-74  9% 

Population  aged  75+  6% 

3.6  Some  variation  in  the  age  structure  of  the  general  population 
occurs  within  the  three  administrative  divisions  of  Local 
Authorities,  but  these  variations  were  also  reasonably 
accurately  reflected  in  the  sample.  The  selected  County 
Councils  had  a slightly  higher  than  average  population  in  the 
65-74  age  group,  while  in  the  surveyed  London  Boroughs,  the  75+ 
age  group  was  a little  greater  than  the  norm.  These  variations 
are  set  out  below. 


Age  Distribution  of  the  General  Population,  1980 


% Aged  65-74  % Aged  75+ 


Surveyed  County  Councils  (average) 

All  County  Councils,  England  and  Wales  (average) 

Surveyed  Metropolitan  Districts  (average) 

All  Metropolitan  Districts  (average) 


10% 

6% 

9% 

6% 

9% 

5% 

9% 

5% 

10% 

7% 

10% 

6% 

Surveyed  London  Boroughs  (average) 
All  London  Boroughs  (average) 
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3.7  Within  this  general  pattern  of  conformity  three  of  the  Local 
Authorities  included  in  the  survey  had  a conspicuously  high 
proportion  of  elderly  people  in  their  general  populations,  while 
a fourth  had  by  contrast  an  elderly  population  that  was  somewhat 
smaller  than  average: 

% Aged  65-74  % Aged  75+ 


Authority  C 

12% 

8% 

Authority  R 

11% 

7% 

Authority  G 

11% 

6% 

Authority  D 

8% 

5% 

Significant  though  these  variations  may  be,  it  should  be 
remarked  that  they  represent  neither  the  highest  nor  the  lowest 
concentrations  of  elderly  people  in  any  single  Authority  in 
England  and  Wales,  which  in  the  65-74  age  group  range  from  6%  to 
23%,  and  in  the  75+  age  group  range  from  3%  to  10%  of  the 
general  population. 

The  Visually  Handicapped  Population  - new  registrations 

3.8  The  age  of  the  general  population  is,  of  course,  a major  factor 
in  determining  the  incidence  and  prevalence  of  visual  handicap, 
since  the  chief  causes  of  blindness  and  partial  sight  in  this 
country  are  the  degenerative  eye  conditions  associated  with  old 
age.  Virtually  three-quarters,  (74%)  of  the  registered  blind 
and  partially  sighted  in  England  and  Wales  in  1980  were  over  64 
years  of  age,  and  more  than  half  (56%)  were  aged  75  or  over. 

In  terms  of  new  cases  referred  to  Social  Services  Departments 
for  registration,  assessment  and  rehabilitation,  the  elderly 
feature  even  more  prominently:  83%  of  all  new  entries  to  the 

blind  register  in  England  and  1980  were  of  people  aged  over  64 
and  64%  of  the  total  were  aged  75  or  more.  Amongst  the  Local 
Authorities  included  in  the  present  survey,  the  proportion  of 
elderly  people  in  the  new  cases  registered  as  blind  in  the  years 
ending  31  March  1981  and  1982  was  slightly  higher  still:  the 
average  for  the  sample  being  86%  aged  65+  and  68%  aged  75+. 
Variations  between  the  Authorities  surveyed,  set  out  in  Table 
3A,  ranged  from  71%  to  91%  aged  65+,  and  from  51%  to  86%  aged 
75+ . 
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The  Visually  Handicapped  Population  - prevalence 

3.9  In  view  of  the  correlation  between  age  and  the  incidence  of 
visual  handicap,  and  in  view  also  of  the  sample's  conformity 
to  the  age  structure  of  the  general  population,  it  would  seem 
reasonable  to  expect  that  the  prevalence  of  visual  handicap  in 
the  Local  Authorities  surveyed  would  also  be  representative  of 
the  national  norm.  A superficial  examination  of  available 
registration  statistics  reveals  this  to  be  so:* 

Registered  Blind 
per  100,000  population  1980 

England  and  Wales  234 

Sample  Average 

(19  Local  Authorities)  238 


The  Visually  Handicapped  Population  - variations  in  geographic 
distribution 


3.10  Though  the  sample  may  be  broadly  representative  of  the 

general  prevalence  of  registered  blindness  in  England  and 
Wales  as  a whole,  any  attempt  to  gauge  whether  the  size  of 
the  registered  blind  population  in  any  given  Authority  is  or 
is  not  typical  must  take  into  account  the  age  structure  of  the 
general  population  in  that  Authority.  Only  when  this  age  factor 
has  been  taken  into  account,  can  reasonable  comparisons  between 
one  Local  Authority  and  another  be  made.  In  a preliminary 


Calculations  based  on  the  registers  of  both  blindness  and 
partial  sight  show  an  exact  comparison  between  the  national 
prevalence  of  visual  handicap  and  the  average  for  the  nineteen 
Local  Authorities  surveyed:  350  per  100,000. 
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analysis  of  the  demographic  characteristics  of  the  visually 
handicapped  population  of  the  United  Kingdom,  the  RNIB's 
consultants,  Shankland  Cox,  constructed  a statistical  model 
to  enable  the  general  prevalence  of  registered  blindness  to 
be  predicted  in  different  Local  Authority  areas.  This  model, 
calculated  with  the  aid  of  a computer,  took  account  of  the 
national  age  specific  rates  of  prevalence  calculated  for  1981, 
and  also  of  the  structure  of  the  population  in  each  Local 
Authority  in  terms  of  age  and  sex,  as  given  in  the  1981  Census. 
The  resulting  predictions  relating  to  the  Local  Authorities 
included  in  the  present  survey  sample  are  set  out  in  Table  3B. 

3.11  As  these  predictions  clearly  indicate,  the  age  composition 
of  the  general  population  is  by  no  means  the  only  factor 
influencing  the  prevalence  of  registered  blindness,  for  even 
when  the  age  factor  has  been  taken  into  the  calculation,  the 
actual  numbers  of  registered  blind  people  in  the  individual 
Authorities  varies  within  the  range  of  +/-  30%  from  the 

predicted  norm.  Shankland  Cox's  conclusion  that  comparison 
between  the  predicted  and  actual  numbers  of  registered  blind 
people  suggests  a clear  correlation  between  high  levels  of 
registered  blindness  and  areas  of  urban  deprivation,  and 
possibly  also  areas  of  New  Commonwealth  immigration,  is 
well  demonstrated  within  the  sample  of  Local  Authorities 
considered  in  the  present  survey.*  Whereas  five  out  of  eight 
County  Councils  had  actual  levels  of  registration  significantly 
below  the  predicted  norm,  in  four  out  of  five  London  Boroughs 
the  actual  numbers  of  registered  blind  people  considerably 


The  relatively  low  proportion  of  elderly  people  amongst  recent 
new  registrations  in  inner-city  Authority  Q is  worthy  of  note 
when  considering  the  possible  effect  of  urban  deprivation  and 
ethnic  origin  upon  levels  of  registration  (see  paragraph  3.8 
above) . 
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exceeded  predictions.*  Further  complex  statistical  analysis 
will  be  required  to  confirm  and  define  more  clearly  the 
inter-relationships  of  registered  blindness,  urban  deprivation 
and  ethnic  origin  identified  by  Shankland  Cox. 

3.12  Other  factors  may  also  be  adduced  to  explain  why  the  actual 

numbers  of  registered  blind  people  in  certain  Authorities  fall 
so  far  below  the  predicted  norm.  For  example,  since  it  is  now 
recognised,  following  Cullinan's  researches**,  that  the  number 
of  people  actually  registered  represents  little  more  than  two 
thirds  of  those  entitled  to  registration,  it  may  be  reasonably 
assumed  that  differing  levels  of  provision  within  the  Health 
and  Social  Services  contribute  to  the  inequality  of  geographic 
distribution  of  registered  blind  people.  Such  a correlation 
is  suggested  in  the  evidence  derived  from  the  sample  of  Local 
Authorities  selected  for  the  present  survey,  although  it  must 
be  recalled  that  this  exercise  did  not  set  out  to  investigate 
health  services  provision.  Three  of  the  five  Local  Authorities 
with  a significantly  lower  than  predicted  number  of  blind 
people,  had  relatively  few  specialist  workers  for  the  visually 
handicapped  (ie,  high  client : specialist  ratios  - Authorities 
C,  E and  F) . Three  of  the  four  Local  Authorities  with  a 
considerably  higher  than  predicted  number  of  registered  blind 
people  had  a relatively  high  complement  of  specialist  workers 
for  the  visually  handicapped  (ie,  low  client : specialist  ratios 
- Authorities  0,  Q and  R) . In  order  to  test  the  validity  of 
the  findings  indicated  here,  however,  further  study  would  be 
needed  of  a sample  of  Local  Authorities  and  Health  Authorities, 
stratified  on  the  basis  of  Shankland  Cox's  predicted 
registration  figures. 


Detailed  predictions  for  individual  Metropolitan  Boroughs  are 
not  available.  However,  Shankland  Cox's  predictions  of 
registrations  for  the  relevant  Metropolitan  Counties  are  given 
in  Table  3B. 

T R Cullinan,  The  Epidemiology  of  Visual  Disability;  Studies  of 
Visually  Disabled  People  in  the  Community,  University  of  Kent, 
Health  Services  Research  Unit  report  No. 28,  1977. 
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Changes  in  Local  Authority  Client; Specialist  Ratios 

3.13  The  design  of  the  present  survey  aimed  to  provide  an  assessment 
of  the  social  rehabilitation  services  currently  provided  by 

a representative  sample  of  Local  Authority  Social  Services 
Departments.  The  basis  for  the  selection  of  Local  Authorities, 
therefore,  depended  upon  an  estimate  of  their  levels  of 
provision  as  indicated  by  the  ratio  of  visually  handicapped 
clients  to  specialist  Social  Services  Department  staff  (see 
paragraph  2.4-2. 6 above).  The  passage  of  time  between  the 
collection  and  publication  of  data  relating  to  client : specialist 
ratios  in  1980/81  and  the  operation  of  this  survey  in  1983 
inevitably  resulted  in  discrepancies  between  the  published 
data  and  the  ratios  current  at  the  time  of  the  survey.  The 
revised  client : specialist  ratios  relating  to  the  nineteen 
Authorities  included  in  the  survey  are  set  out  in  Table  3C. 

3.14  It  is  noteworthy  that  the  client : specialist  ratio  had  increased 
considerably  in  a total  of  seven  Local  Authorities,  (Authorities 
D,  F,  I,  J,  K,  M,  S) , whereas  comparable  reductions  had  occurred 
in  only  five  instances  (Authorities  C,  H,  L,  N,  O) . Moreover, 
six  of  the  seven  conspicuous  increases  in  the  proportion  of 
visually  handicapped  clients  to  specialist  staff  occurred  in 
Local  Authorities  which  already  had  high  client : specialist 
ratios  (Authorities  D,  F,  I,  J,  M,  S) . In  only  two  of  the 
twelve  Local  Authorities  found  in  1980/81  to  have  a high  ratio 
of  clients  to  specialist  staff  was  there  evidence  of  significant 
improvement  in  staffing  levels  (Authorities  N,  O) . 

Final  Sample  Structure 

3.15  Variations  in  the  client : specialist  ratios  in  turn  affected  the 
structure  of  the  final  sample,  which  in  consequence,  does  not 
conform  precisely  to  its  original  model.  Table  3D  sets  out  the 
comparison  between  the  intended  and  final  sample  structure. 

There  were  changes  in  client : specialist  ratio  category  in  a 
total  of  five  Local  Authorities.  Three  Authorities  improved 
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their  rating,  one  moving  from  the  median  to  the  low  category 
(Authority  L) , and  two  others  moving  from  high  to  low 
(Authorities  N,  0) . In  the  two  remaining  instances  of  a 
change  in  client : specialist  ratio  category,  one  Local 
Authority  (K)  had  moved  from  the  low  to  the  median  rating, 
and  the  other  (Authority  E)  changed  from  median  to  high. 

As  a result  of  these  variations,  the  final  sample  contains 
a higher  proportion  of  Local  Authorities  with  a low 
client : specialist  ratio  than  was  intended  in  the  original 
proportionately  stratified  model.  In  theory,  therefore, 
the  findings  of  the  survey  should  depict  a more  favourable 
overall  picture  of  Local  Authority  services  than  would  have 
been  the  case  if  the  original  sample  structure  had  been 
maintained . 


SUMMARY 


i)  As  a sample  of  Local  Authorities  in  England  and  Wales,  the 
nineteen  Authorities  included  in  the  survey  were  reasonably 
representative  in  terms  of  geographic  distribution,  population 
density  and  population  age  structure  (3. 1-3. 7). 

ii)  Amongst  the  Local  Authorities  surveyed,  new  additions  to  the 

registers  of  blind  and  partially  sighted  people  contained  a 
somewhat  higher  proportion  of  elderly  people  in  1981  and  1982 
than  the  national  average  for  1980.  (3.8) 

iii)  The  statistical  model  prepared  by  Shankland  Cox  for  calculating 
age-specific  rates  of  registered  blindness  within  individual 
Local  Authorities,  demonstrates  that  age  is  not  the  only 
factor  determining  the  prevalence  of  blindness  in  this  country. 
Evidence  derived  from  the  nineteen  Authorities  included  in  the 
present  survey,  illustrates  their  contention  that  a correlation 
exists  between  urban  deprivation,  and  possibly  also  ethnic 
origin,  and  the  prevalence  of  blindness.  (3.9-3.11) 
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iv)  There  is  some  suggestion  in  the  evidence  of  the  present  survey 
that  there  may  also  be  a correlation  between  levels  of  service 
provision  and  variations  in  the  geographic  distribution  of 
registered  blind  people.  Further  research,  based  on  an 
appropriately  stratified  sample,  and  paying  particular 
regard  to  Health  as  well  as  Social  Service  provision,  would 

be  required  in  order  to  substantiate  these  indications.  (3.12) 

v)  Variations  occurred  between  the  preliminary  and  final 

client : specialist  ratios  ascribed  to  Local  Authorities  included 
in  the  survey.  Only  two  of  the  Authorities  found  to  have  high 
client : specialist  ratios  in  1981/82  had  significantly  improved 
their  staffing  levels,  while  in  six  other  Authorities  with  high 
client : specialist  ratios,  the  staffing  levels  were  found  to  have 
deteriorated  further  by  the  time  of  the  survey.  (3.13-3.14) 

vi)  Variations  in  client : specialist  ratios  affected  the  structure  of 
the  final  survey  sample  so  that  the  evidence  derived  from  the 
survey  should  be  somewhat  more  favourable  to  Local  Authorities 
than  if  a strict  proportionately  stratified  sample  had  been 
maintained.  (3.15) 
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TABLE  3. A 


PROFILE  OF  LOCAL  AUTHORITIES 


Age  Distribution  of  Newly  Registered  Blind 
and  Partially  Sighted  People  1981/82 


New  Entries  to  Blind  New  Entries  to  Partially 

Register  1981/82  Average  Sighted  Register  1981/82  Average 


County  Councils 

Age  65+ 

Age  75+ 

Age  65+ 

Age  75+ 

Authority  A 

85% 

69% 

81% 

56% 

Authority  B 

N/A 

N/A 

N/A 

N/A 

Authority  C 

89% 

73% 

88% 

67% 

Authority  D 

89% 

86% 

71% 

61% 

Authority  E 

87% 

71% 

87% 

69% 

Authority  F 

85% 

71% 

91% 

67% 

Authority  G 

91% 

69% 

93% 

78% 

Authority  H 

Metropolitan 

Districts 

90% 

65% 

81% 

53% 

Authority  I 

88% 

78% 

83% 

64% 

Authority  J 

85% 

67% 

- 

— 

Authority  K 

85% 

68% 

74% 

53% 

Authority  L 

80% 

66% 

70% 

50% 

Authority  M 

86% 

64% 

80% 

57% 

Authority  N 

88% 

59% 

79% 

50% 

London  Boroughs 

Authority  0 

83% 

60% 

75% 

61% 

Authority  P 

88% 

69% 

70% 

54% 

Authority  Q 

71% 

51% 

76% 

69% 

Authority  R 

83% 

62% 

90% 

73% 

Authority  S 

88% 

75% 

83% 

65% 

Sample  Average 

86% 

68% 

81% 

62% 

England  Total 

83% 

64% 

79% 

56% 

Wales  Total 

82% 

61% 

84% 

61% 
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TABLE  3.B 

PROFILE  OF  LOCAL  AUTHORITIES 
PREDICTED  AND  ACTUAL  NUMBERS  OF  REGISTERED  BLIND  PEOPLE 
(derived  from  Sharikland  Cox  projections,  June  1984) 


1980/82 

Variation  from 

% 

Predicted  No. 

Actual 

Prediction 

Variation 

Registered  Blind 

Average 

-/+ 

-/+ 

County  Councils 


Authority  A 

1174 

855 

- 

319 

- 27 

% 

Authority  B 

2092 

2261 

+ 

169 

+ 8 

% 

Authority  C 

2862 

2508 

- 

354 

- 12 

% 

Authority  D 

2006 

1929 

- 

77 

- 4 

% 

Authority  E 

3684 

3023 

- 

661 

- 18 

% 

Authority  F 

1754 

1458 

- 

296 

- 17 

% 

Authority  G 

302 

275 

- 

27 

- 9 

% 

Authority  H 

Metropolitan 

Counties* 

1177 

1235 

+ 

58 

+ 5 

% 

W Yorks 

4729 

5403 

+ 

674 

+ 14 

% 

Gr  Manchester 

5829 

6697 

+ 

868 

+ 15 

% 

W Midlands 

5648 

5962 

+ 

314 

+ 6 

% 

Tyne  and  Wear 

2613 

2538 

- 

75 

- 3 

% 

London  Boroughs 

Authority  0 

367 

489 

+ 

122 

+ 33 

% 

Authority  P 

307 

319 

+ 

12 

+ 4 

% 

Authority  Q 

571 

673 

+ 

102 

+ 18 

% 

Authority  R 

586 

674 

+ 

88 

+ 15 

% 

Inner  London 

5856 

7246 

+ 

1390 

+ 24 

% 

Authority  S 

552 

681 

+ 

129 

+ 23 

% 

Outer  London 

10179 

9741 

- 

438 

- 4 

% 

* See  paragraph  3.11  and  note 
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TABLE  3.C 


PROFILE  OF  LOCAL  AUTHORITIES 
REVISED  CLIENT  : SPECIALIST  RATIOS 


Published 
Client : Specialist 
Ratio  1980* 

Revised 

Client : Specialist 
Ratio  1983** 

County  Councils 

Authority  A 

(L) 

158:1 

(L) 

Authority  B 

(M) 

183:1 

(M) 

Authority  C 

(H) 

270:1 

(H) 

Authority  D 

(H) 

883:1 

(H) 

Authority  E 

(M) 

252:1 

(H) 

Authority  F 

(H) 

958:1 

(H) 

Authority  G 

(L) 

146:1 

(L) 

Authority  H 

(H) 

804:1 

(H) 

Metropolitan  Districts 

Authority  I 

(H) 

493:1 

(H) 

Authority  J 

(H) 

637:1 

(H) 

Authority  K 

(L) 

268:1 

(M) 

Authority  L 

(M) 

142:1 

(L) 

Authority  M 

(H) 

987:1 

(H) 

Authority  N 

(H) 

163:1 

(L) 

London  Boroughs 

Authority  0 

(H) 

211:1 

(L) 

Authority  P 

(H) 

422:1 

(H) 

Authority  Q 

(M) 

261:1 

(M) 

Authority  R 

(L) 

130:1 

(L) 

Authority  S 
Notes 

(H) 

942:1 

(H) 

* Client: Specialist  ratio  = average  number  of  people  registered  blind  or 
partially  sighted  to  the  number  of  workers,  qualified  or  unqualified, 
devoting  50%  or  more  time  to  the  visually  handicapped.  Inter-Regional 
Review  67-69  (1980-81) . See  also  Tables  2. A.  and  2.B. 

**  Derived  from  1980  DHSS  published  statistics  A/F80/7  for  blind 

registrations  and  number  of  specialists  employed  at  time  of  1983 
survey. 
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TABLE  3.D 


PROFILE  OF  LOCAL  AUTHORITIES 
FINAL  SAMPLE  STRUCTURE 


Basis  of  Sample  Selection 


County 

Councils 


Metropolitan  Districts 
and  London  Boroughs  Total 


High  Client : Specialist 
Ratio 


12 


Median  Client: Specialist 
Ratio 

Low  Client: Specialist 
Ratio 


12 
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Final  Sample  Structure 


High  Client  Specialist 
Ratio 


10 


Median  Client  Specialist 
Ratio 

Low  Client  Specialist 
Ratio 


11 


19 
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4 . PROFILE  OF  THE  VISUALLY  HANDICAPPED  PEOPLE 

INTERVIEWED  IN  THE  SURVEY 

4.1  As  reported  in  the  discussion  of  methodology,  paragraph  2.10 
above,  the  third  phase  of  the  survey  aimed  to  interview  ten 
registered  blind  people  from  each  of  the  participating  Local 
Authorities.  Practical  difficulties,  attributed  by  the  Local 
Authorities  to  staff  shortages,  pressure  of  work  and  problems  in 
the  format  of  registers,  prevented  a number  of  Social  Services 
Departments  from  supplying  details  of  a sufficient  number  of 
potential  respondents  in  time  for  inclusion  in  the  survey.  One 
Authority  (0)  was  unable  to  provide  the  name  of  any  potential 
respondent.  In  consequence,  it  proved  possible  to  interview 
only  153  people,  80%  of  the  original  target  of  190. 

4.2  Furthermore,  the  selection  of  potential  respondents  made  by  the 
Local  Authorities  did  not  always  conform  to  the  criteria  laid 
down  for  the  survey  in  terms  of  the  respondents'  ages  and  dates 
of  registration.  The  resulting  deviation  of  the  final  sample 
from  the  criteria  originally  determined  is  set  out  below: 

Sample  Selection  Criteria  Final  Sample 

Age  Structure  70%  aged  65+  70.5%  aged  65+ 

Age  Range  18  - 79  20  - 88 

(9  respondents  aged  80+) 

Date  of  Registration  April  1980  - March  1982  August  1977  - July  1983 


4.3  Full  details  of  the  structure  of  the  sample  in  terms  of  age 
and  sex  are  presented  in  Table  4A.  A comparison  of  the  age 
structure  with  that  of  the  national  population  of  registered 
blind  people  is  given  in  Table  4B,  and  Table  4C  presents  an 
analysis  of  respondents'  dates  of  registration. 
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Additional  Disability 

4.4  91%  of  all  those  interviewed  considered  loss  of  sight  to  be 

their  major  handicap.  Nevertheless,  no  fewer  than  78%  of 
respondents  were  affected  by  one  or  more  disabilities  in 
addition  to  their  visual  handicap.  Chronic  illness  was 
reported  by  42%  of  all  respondents,  and  11%  of  the  whole 
sample  had  additional  physical  or  sensory  handicaps.  A 
further  25%  of  all  those  interviewed  reported  both  chronic 
illness  and  additional  handicap.  The  incidence  of  chronic 
illnesses  reported  by  respondents  is  shown  in  Table  4D,  the 
most  prevalent  disorders  being  arthritis/rheumatism,  diabetes, 
heart  disease  and  hypertension.  Table  4E  provides  a basic 
functional  analysis  of  the  additional  handicaps  reported  by 
respondents,  distinguishing  between  sensory  and  motor  handicaps. 
Although  this  table  indicates  the  number  of  multiply  handicapped 
people,  no  attempt  has  been  made  to  judge  the  severity  of  an 
additional  disability  from  the  reported  statements  of  the 
respondents,  which  were  recorded  by  medically  unqualified 
interviewers.  The  following  points  should,  however,  be  noted: 

a)  A total  of  twelve  of  the  people  interviewed  were 
confined  to  wheelchairs;  four  were  in  their  twenties, 
the  remainder  aged  65+. 

b)  Twenty-six  respondents  (17%  of  the  sample)  reported 
impaired  hearing,  but  only  one  respondent  was  so  deaf 
that  he  required  the  assistance  of  an  interpreter. 

c)  In  the  case  of  one  mentally  handicapped  spastic 
respondent,  also  confined  to  a wheelchair,  responses 
to  the  majority  of  questions  were  effectively  made 
by  his  mother. 
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4.5  An  analysis  of  the  age  distribution  of  respondents  affected  by 
additional  disability,  in  comparison  with  the  age  structure  of 
the  sample  as  a whole,  is  give  in  Table  4F.  It  is  noteworthy 
that  the  incidence  of  additional  disability  was  high  even  among 
young  and  middle-aged  respondents.  As  might  reasonably  be 
expected,  however,  the  age  group  with  the  highest  proportion  of 
people  reporting  additional  disability  was  the  80+  age  group. 

Domestic  Circumstances 

4.6  A total  of  forty-seven  respondents  (31%  of  the  sample)  lived 
alone,  of  whom  only  eight  people,  all  additionally  disabled, 
were  accommodated  in  sheltered  housing  schemes.  Of  the 
thirty-nine  blind  people  living  alone  in  ordinary  private  or 
council  housing,  only  ten  were  not  affected  by  some  additional 
disability,  and  twenty-two  of  the  thirty-nine  were  aged  over  70. 

4.7  Two  respondents  lived  in  Local  Authority  residential  homes,  and 
a third  was  living  in  a private  nursing  home.  All  three  were  80 
year-old  males. 

4.8  Of  the  remaining  103  respondents  who  shared  their  homes  with 
spouse,  family  or  others,  no  less  than  forty  (26%  of  the  whole 
sample)  lived  with  another  disabled  person,  and  thirty-four  of 
those  forty  were  themselves  affected  by  disability  in  addition 
to  their  blindness. 

Employment  Status 

4.9  Only  13%  of  those  respondents  of  working  age  (i.e.  four  men 
under  65  and  two  women  under  60  years  of  age)  were  in  employment 
at  the  time  of  interview  in  September  1983.  The  occupations  of 
those  in  employment  are  given  below: 
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Sex/Age 

Occupation 

M 

27 

Sheltered  workshop  employee 

M 

42 

Homeworker  - basket  making 

M 

60 

Sheltered  workshop  employee 

M 

63 

School  caretaker 

F 

45 

Part-time  audio-typist 

F 

56 

Teacher/ caretaker 

4.10  A further  twelve  respondents  (27%  of  those  of  working  age) 
stated  they  were  not  seeking  employment,  either  because  of 
invalidity,  domestic  responsibilities  or  the  fact  that  they 
were  nearing  retirement  age  and  wished  to  leave  available  job 
opportunities  open  to  younger  people.  The  remaining  60%  of 
respondents  of  working  age  stated  themselves  to  be  unemployed. 
The  age  distribution  of  employed  and  unemployed  respondents  is 
given  in  Table  4G.  It  should  be  noted  that  only  one  person  in 
employment,  the  27  year-old  sheltered  workshop  employee,  had 
attended  a course  of  vocational  rehabilitation  at  RNIB  Manor 
House . 

Rehabilitation  Services 


4.11  The  survey  revealed  that  for  the  majority  of  recently  visually 
handicapped  people,  the  specialist  services  provided  by  their 
Local  Authority  Social  Services  Department  amounted  to  little 
more  than  the  supply  of  aids,  such  as  a white  cane,  large  print 
telephone  dial,  tactile  cooker  markers  and  talking  books. 

Whereas  92%  of  all  those  interviewed  reported  that  they  had 
been  provided  with  aids,  no  more  than  43%  stated  that  they  had 
been  offered  help  in  acquiring  practical  skills  such  as  braille, 
typing  or  mobility,  or  with  the  management  of  tasks  of  everyday 
living.  Furthermore,  only  18%  of  the  sample  stated  that  they 
had  been  offered  any  advice  or  counselling  about  their  feelings 
towards  loss  of  sight,  and  six  of  the  twenty-three  people  who 
had  received  this  service  named  agencies  or  individuals  other 
than  the  Social  Services  Department  as  the  source  of  this 
assistance . 
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4.12  A significant  proportion  of  those  interviewed,  36%  of  the 

whole  sample,  stated  that  they  had  not  been  provided  with  any 
information  concerning  the  statutory  and  voluntary  services  and 
benefits  available  to  them  as  registered  blind  people.  This 
failure  caused  considerable  resentment  among  a number  of 
respondents  and  a selection  of  their  observations  is  given 
below : 


Sex/Age 


Remarks 


F 70 
M 75 

M 72 

F 78 

M 60 
M 77 

F 70 


"The  trouble  is  not  knowing  what  to  ask  for." 

"The  Social  Services  Department  don't  offer 
information  or  facilities  - you  have  to  ask." 

"No-one  told  me  of  my  entitlement  - I had  to 
fight  for  everything  I've  got." 

"One  person  came  here  to  see  me  about  my  gas 
cooker,  but  she  didn't  tell  me  anything  else. 

"The  main  problem  is  knowing  what  to  ask  for." 

"Its  impossible  to  get  hold  of  anyone  and  they 
bamboozle  you  when  you  do." 

"The  Social  Services  don't  tell  you  what  they 
can  do . " 


It  is  noteworthy  that  the  most  vociferous  complaints  tended  to 
be  made  by  respondents  living  in  areas  with  a high  ratio  of 
visually  handicapped  clients  to  specialist  social  workers 
(Authorities  F,  H,  I,  J) . 

4.13  The  findings  of  the  survey  clearly  substantiate  the  evidence  of 
specialist  fieldworkers  in  various  Local  Authorities,  who  stated 
that  they  were  unlikely  to  offer  rehabilitation  in  the  form  of 
skills  training  to  elderly  visually  handicapped  clients  (see 
paragraph  5.11  - 5.14).  As  Table  4H  demonstrates,  the 

proportion  of  elderly  respondents  not  offered  rehabilitative 
training  greatly  exceeds  that  evident  in  the  younger  age  groups. 
Whereas  90%  of  respondents  aged  between  20  and  49  had  been 
offered  rehabilitation,  only  31%  of  those  aged  65+  claimed  they 
had  been  given  the  same  opportunity. 
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4.14  All  eighty-seven  respondents  who  had  not  been  offered  training 
were  invited  to  indicate  which  kind  of  rehabilitation  they  would 
have  preferred  - i.e.  a residential,  day  centre  or  home  based 
service.  33%  of  this  group  stated  that  they  would  have  liked 
domiciliary  rehabilitation,  13%  would  have  preferred  a day 
centre  service,  7%  would  have  chosen  residential  rehabilitation 
and  17%  expressed  no  particular  preference.  Only  a minority, 
30%  of  the  group  who  had  not  been  offered  rehabilitative 
training,  stated  that  they  did  not  want  or  did  not  require  such 
a service. 

4.15  Although  a total  of  sixty-six  respondents,  or  43%  of  the  sample, 
had  been  offered  rehabilitative  training,  eighteen  of  them  had 
refused  this  opportunity  and  a further  eight  people  had  declined 
offers  of  one  form  of  rehabilitation  in  favour  of  another  (seven 
declined  residential  rehabilitation  in  favour  of  day  centre  or 
domiciliary  training;  one  person  refused  a day  centre  course  in 
favour  of  residential  rehabilitation) . When  all  offers  and 
refusals  are  aggregated,  the  following  picture  of  the  relative 


acceptability 

of  the 

various  forms 

of  rehabilitation 

emerges : 

Offered 

Accepted 

Acceptance  Rate 

Domiciliary 

28 

23 

82% 

Day  Centre 

29 

19 

66% 

Residential 

24 

12 

50% 

4.16  It  is  noteworthy  that  the  number  of  respondents  who  accepted 

residential  rehabilitation  was  exactly  equalled  by  those  who 
refused  this  service.  Unwillingness  to  leave  home  and  family 
was  cited  as  the  reason  for  refusal  by  three-quarters  of  the 
respondents  who  declined  residential  rehabilitation,  five  of 
whom  had  been  offered  places  at  RNIB  Manor  House  (M  33,  M 42, 

M 47,  M 56,  F 28),  and  four  at  RNIB  Clifton  Spinney  (F  31, 

F 48,  F 74,  M 60).  Other  reasons  given  for  rejecting 
residential  rehabilitation  were  consequential  loss  of  financial 
benefits  (M  53  offered  a Manor  House  place) ; and  the 
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determination  to  maintain  independence  without  assistance  (F  79 
offered  a place  at  Clifton  Spinney) . In  the  one  remaining  case 
in  which  residential  rehabilitation  was  refused,  the  respondent 
(M  54)  reported  that  he  had  turned  down  the  opportunity  to 
attend  RNIB  Manor  House  on  the  advice  of  his  social  worker. 
This  specialist  worker  in  visual  handicap  had  informed  him  that 
RNIB  Manor  House  had  a poor  job  placement  record  and  that  he 
would  be  taught  the  relevant  skills  better  and  with  less  fuss  at 
home.  This  54  year  old  man  received  a course  of  domiciliary 
rehabilitation  covering  braille,  typing  and  mobility  over  a 
period  of  six  months.  He  was  unemployed  at  the  time  of  the 
survey . 

4.17  Refusal  of  day  centre  rehabilitation  was  prompted  by  a variety 
of  reasons.  Three  respondents  (F  69,  F 72,  F 73)  had  been 
offered  a limited  range  of  subjects  - braille  and/or  Moon  only  - 
which  did  not  interest  them,  and  two  people  (M  78,  M 79)  felt 
unable  to  attend  a day  centre  either  because  of  their  own  poor 
health  or  that  of  their  spouse.  One  respondent  (M  56)  offered 
day  centre  rehabilitation,  attended  the  residential  course  at 
RNIB  Manor  House  in  preference,  and  another,  a 72  year  old 
married  man  did  not  wish  to  receive  any  rehabilitative  training. 
Three  further  respondents  who  declined  the  opportunity  to  attend 
a day  centre  rehabilitation  course  gave  no  specific  reasons  for 
their  decision  (F  53,  F 69,  F 72). 

4.18  Old  age  was  cited  as  the  reason  for  refusing  domiciliary 
rehabilitation  services  by  two  79  year-old  ladies,  and  a third, 
who  also  declined  residential  rehabilitation,  did  so  on  the 
grounds  that  she  wished  to  maintain  her  independence  without 
assistance.  An  80  year-old  married  man  who  also  refused 
domiciliary  rehabilitation,  stated  that  he  did  not  wish  to 
receive  such  a service.  The  youngest  of  the  five  respondents 
who  refused  home  based  skills  training,  a 60  year  old  man,  had 
been  offered  mobility  instruction  only,  and  refused  to  be  seen 
with  a white  cane. 
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4.19  To  recap,  therefore,  of  the  sixty-six  individuals  offered 

rehabilitative  training,  no  more  than  forty-eight,  or  31%  of  the 
total  sample,  took  advantage  of  this  opportunity.  The  type  of 
rehabilitation  course  followed  by  these  respondents  is  shown  in 
the  table  below: 


Residential  only 

RNIB  Manor  House  6 

RNIB  Clifton  Spinney  2 

8 8 

Day  Centre  only  15 

Domiciliary  only  20 

Residential  (RNIB  Manor  House) 

and  Day  Centre  2 

Residential  (RNIB  Manor  House) 

and  Domiciliary  1 

Residential  (RNIB  Manor  House) 

and  Day  Centre  and  Domiciliary  1 

TOTAL  4 8 


The  age  distribution  of  clients  receiving  these  various  forms  of 
training  is  presented  in  Table  41. 
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4.20  It  is  important  to  note,  however,  that  of  the  twenty  respondents 
who  received  domiciliary  skills  training,  50%  had  been  given  a 
limited  range  of  training  only,  i.e. 


Braille  only  3 
Moon  only  3 
Mobility  and  Moon  1 
Mobility  only  4 


TOTAL  1 1 


One  of  the  four  respondents  whose  training  has  been  restricted 
to  mobility  instruction  only,  a 56  year  old  woman,  stated  that 
she  had  been  given  one  session  of  mobility  training  only.  That 
individual  and  twenty-one  others,  in  all  43%  of  those  who  had 
received  rehabilitative  training,  stated  during  their  interviews 
that  they  would  like  further  help  in  learning  to  master  certain 
skills;  eleven  of  them  requested  help  in  three  or  more  areas. 
Amongst  those  respondents  who  had  not  previously  experienced 
rehabilitative  training,  fifty-three  people  (52%)  said  they 
would  like  help  of  this  kind,  twenty-two  of  them  in  three  or 
more  areas.  In  total,  therefore,  49%  of  the  sample  requested 
practical  skills  training  in  one  or  more  areas. 

4.21  Further  consideration  will  be  given  to  the  evidence  obtained 
from  respondents  who  received  Local  Authority  day  centre  and 
domiciliary  rehabilitation  services  in  Chapter  5.  The  reactions 
of  those  who  experienced  RNIB  residential  rehabilitation  are 
more  appropriately  recorded  here. 

Rehabilitation  at  RNIB  Clifton  Spinney 

4.22  Only  two  of  the  respondents  who  had  been  offered  a place  at 
RNIB  Clifton  Spinney  actually  attended  the  Centre.  One, 

a 68  year-old  woman  with  diabetes,  had  attended  the  Centre 
for  thirteen  weeks  during  the  winter  of  1981/82.  This 
respondent  felt  she  had  benefited  both  from  the  counselling 
and  the  practical  skills  training  she  received  at  the  Centre 
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and  considered  mobility  training  to  have  been  particularly 
helpful.  During  her  stay  at  Clifton  Spinney  this  lady  had 
enjoyed  a range  of  leisure  activities  including  riding, 
swimming,  dancing,  bowls  and  keep-fit.  Preparation  and 
follow-up  for  this  respondent's  rehabilitation  course  was 
carried  out  by  the  respondent's  Health  Visitor  and  this 
attention  was  considered  to  have  been  of  great  help.  The 
respondent  was  evidently  sorry  that  Clifton  Spinney  had 
closed  and  commented  that  she  would  like  to  see  the  Centre 
back  again.  The  second  and  younger  of  the  two  respondents 
who  had  attended  Clifton  Spinney,  a 35  year-old  woman  with 
no  additional  disabilities,  stayed  at  the  Centre  for  thirteen 
weeks  in  the  summer  of  1981.  This  respondent  found  her  skills 
training  in  mobility,  braille,  typing  and  daily  living  skills 
to  have  been  helpful,  but  she  stated  she  had  received  no  advice 
or  counselling  about  her  feelings  toward  loss  of  sight  while 
at  the  Centre.  Admission  to  Clifton  Spinney  had  been  arranged 
for  this  respondent  by  a hospital  social  worker.  Following  her 
return  home,  she  received  only  a telephone  call  from  her  local 
social  worker  and  had  to  wait  five  months  for  a course  of 
mobility  training  so  she  could  transpose  skills  learned  at 
the  Centre  to  her  home  area.  At  that  stage,  a three  month 
mobility  training  course  consisting  of  one  afternoon  session 
per  week  was  provided  by  the  Local  Authority.  This  respondent 
was  critical  of  the  lack  of  social  and  leisure  activities 
available  at  Clifton  Spinney  and  was  clearly  resentful  of  the 
institutional  atmosphere  she  found  there:  "It  was  just  like 

being  back  at  school  again.  There  were  no  social  activities  - 
we  couldn't  even  have  the  radio  on".  It  should  be  noted  that 
neither  of  the  two  respondents  who  attended  Clifton  Spinney 
considered  that  they  had  been  able  to  maintain  sufficient 
contact  with  their  families  during  their  courses,  and  they 
attributed  the  infrequency  of  the  visits  they  received  to  the 
distance  of  the  Centre  from  their  homes  and  to  the  Centre's  lack 
of  provision  for  guests. 
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Rehabilitation  at  RNIB  Manor  House 


4.23  The  characteristics  of  the  ten  respondents  who  attended  RNIB 
Manor  House  are  presented  in  Table  4J.  In  the  summary  of 
evidence  which  follows,  account  has  been  taken  of  statements 
made  only  by  those  who  attended  Manor  House  within  the 
three  years  prior  to  the  survey.  One  of  the  two  remaining 
respondents,  a 27  year-old  man  employed  in  a sheltered 
workshop,  commented  only  that  the  bedrooms  at  the  Centre 
could  be  improved.  He  had  attended  the  Centre  in  1976. 

The  other,  a 62  year-old  woman  who  attended  Manor  House 
in  1964  and  who  had  not  been  employed  since  registered  as 
blind,  regretted  the  lack  of  follow-up  services  for  former 
rehabilitees  "At  the  time,  I benefited,  but  since  I haven't 
had  any  follow  up,  I have  lost  a lot  of  the  skills  I had". 

4.24  Of  the  eight  respondents  who  had  attended  Manor  House  more 
recently,  only  two  believed  the  rehabilitation  course  to  be 
individually  tailored  to  their  needs  in  terms  of  both  content 
and  duration.  Two  others  considered  the  course  to  be  flexible 
in  duration,  and  two  more  thought  the  rehabilitation  programme 
was  flexible  only  in  content.  Three  of  the  eight  had  received 
mobility  instruction,  and  the  same  three  had  also  taken  part 

in  daily  living  skills  training,  although  one  of  them  commented 
that  he  found  the  latter  service  very  poor  and  unhelpful.  One 
respondent  reported  that  her  braille  and  typing  courses  had  been 
curtailed  after  only  one  week  because  of  her  poor  spelling 
ability;  no  help  with  literacy  skills  had  been  offered  to  her  at 
the  Centre. 

4.25  Only  one  respondent  out  of  the  eight  reported  that  he  had 
received  any  counselling  from  the  staff  while  staying  at  the 
Centre,  although  another  was  appreciative  of  the  supportive  role 
played  by  other  residents.  The  dearth  of  counselling  was 
criticised  by  one  respondent,  who  when  asking  for  advice  at  the 
Centre,  had  been  told  to  seek  help  when  he  returned  home. 
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4.26  No  more  than  two  respondents  considered  they  had  been  able  to 
maintain  sufficient  contact  with  their  families  during  their 
stay  at  Manor  House,  and  the  remaining  six  people  attributed  the 
infrequency  or  lack  of  visits  received  or  visits  made  home,  to 
the  distance  of  the  Centre  and  the  expense  of  travel.  One 
respondent  stated  the  opinion  that  the  Manor  House  course  should 
offer  the  opportunity  for  greater  involvement  by  relatives  and 
friends,  who  would  benefit  by  knowing  more  and  seeing  that  the 
people  attending  courses  could  do  a lot  for  themselves.  Two 
further  respondents  stated  that  they  would  have  welcomed  the 
opportunity  for  members  of  their  families  to  be  more  closely 
involved  in  their  rehabilitation  programmes. 

4.27  Two  respondents  commented  unfavourably  on  the  institutional 
atmosphere  of  the  Rehabilitation  Centre,  criticising  an  "old 
fashioned  approach",  stringent  rules  and  strict  bedtimes.  One 
of  these  respondents  also  considered  that  instructors'  attitudes 
tended  to  be  overprotective , and  in  consequence  he  had  not  been 
permitted  to  use  certain  pieces  of  equipment. 

4.28  General  satisfaction  was  expressed  by  two  of  the  respondents, 
who  were  both  very  pleased  with  the  service  provided  at  Manor 
House  and  could  think  of  no  way  in  which  it  might  be  improved. 

4.29  One  apparently  disturbing  feature  to  emerge  from  analysis  of  the 
survey  data  was  the  fact  that  53%  of  respondents  under  60  years 
of  age  had  not  been  given  an  opportunity  to  attend  residential 
rehabilitation  at  RNIB  Manor  House.  These  respondents  are 
accounted  for  as  follows: 
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Age  20  - 49  Sample  total,  19.  Number  offered  Manor  House 
course,  11.  There  were  eight  people  remaining 
in  the  sample  aged  20  - 49  to  whom  no  offer  of  vocational 
rehabilitation  at  Torquay  had  apparently  been  made.  The 
circumstances  of  these  eight  cases  were  as  follows:-  Three 
(2  M,  1 F)  were  seriously  additionally  disabled,  although 
one  man  expressed  interest  in  residential  rehabilitation; 
two  women  had  part-time  employment  and  did  not  require 
rehabilitation;  one  woman  had  attended  Clifton  Spinney  and 
two  others  had  refused  the  offer  of  a Clifton  Spinney  course 
because  of  family  commitments. 

Age  50  - 59  Sample  total,  15.  Number  offered  Manor  House 
course,  5.  Ten  people  remained  in  the  50  - 59 
age  group  to  whom  no  offer  of  vocational  rehabilitation  at 
Torquay  had  been  made:  one  woman  was  already  employed,  eight 
people  (3  M,  4 F)  stated  that  they  did  not  want  a job, 
either  because  of  age,  additional  disability,  or  domestic 
commitments;  one  man  expressed  a wish  for  residential 
rehabilitation,  although  he  had  not  been  offered  this 
option . 

The  survey  therefore  identified  only  two  people,  a man  aged 
56  and  a seriously  additionally  disabled  man  of  29,  who  wished 
to  take  residential  rehabilitation  at  RNIB  Manor  House,  and  who 
had  not  previously  been  given  the  opportunity  to  do  so.  These 
two  cases  were  drawn  to  the  attention  of  the  relevant  Social 
Services  Departments,  who  took  steps  to  investigate  their 
client's  reported  wishes  further. 

Leisure 


4.30  Since  74%  of  the  registered  blind  population  in  England  and 
Wales  are  aged  over  65,  and  in  view  of  the  fact  also  that  in 
the  present  sample  only  13%  of  those  of  working  age  were  in 
employment,  the  question  of  how  visually  handicapped  people 
occupy  their  leisure  hours  is  not  a peripheral  issue  but  a 
matter  of  direct  consequence  to  the  quality  of  their  everyday 
lives . 
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4.31  From  the  evidence  gathered  in  the  present  survey,  it  would 
appear  that  the  kind  of  social  activities  traditionally 
organised  for  visually  handicapped  people  - the  craft  class 
and  the  'blind  club'  - are  no  longer  satisfying  the  needs  of  a 
significant  proportion  of  blind  people.  Although  35%  of  all 
those  interviewed  attended  either  a social  club  or  a craft 
class,  as  many  as  28%  had  refused  the  opportunity  to  do  so. 

4.32  A number  of  alternative  developments  in  the  area  of  leisure 
opportunities  for  visually  handicapped  people,  such  as  the 
potential  of  the  self-help  movement  or  of  adult  education 
provision,  clearly  deserve  to  be  explored.  Within  the 
constraints  of  the  present  survey,  however,  it  was  possible 
to  investigate  only  one  avenue  of  development  in  this  field: 
holidays  which  would  give  visually  handicapped  people  the 
opportunity  to  pursue  special  interests  or  favourite  activities 
Every  person  interviewed  was  asked  the  question: 

"If  the  RNIB  were  to  provide  'activity  holidays'  in 
pleasant  surroundings , where  visually  handicapped  people 
could  have  the  opportunity  to  develop  special  interests, 
for  example,  pottery,  Do-It-Yourself,  microwave  cookery, 
gardening,  local  history  or  archaeology,  would  you  be 
interested  in  taking  advantage  of  such  an  opportunity?" 

In  reply,  50%  of  respondents  expressed  interest  in  the  proposal 
and  69  out  of  these  76  stated  that  they  were  willing  to 
contribute  all  or  part  of  the  cost  of  such  a holiday.  As 
might  reasonably  be  anticipated,  a higher  level  of  interest 
was  evident  among  respondents  in  the  younger  age  groups. 
Nevertheless,  over  half  those  in  their  sixties  and  more  than 
one  third  of  those  in  their  seventies  replied  positively  to 
the  enquiry.  Analysis  of  the  age  distribution  of  respondents 
expressing  interest  in  the  notion  of  a special  interest  or 
activity  holiday  is  presented  in  Table  4K,  while  Table  4L  lists 
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the  particular  interests  which  respondents  would  wish  to  pursue. 
It  should  be  noted  that  a total  of  five  respondents  raised  the 
point  that  they  would  only  be  interested  in  taking  a special 
interest  holiday  in  the  company  of  either  a relative  or  friend. 

Respondents1  Satisfaction  with  Services 

4.33  At  the  conclusion  of  their  interviews,  respondents  were 
invited  to  comment  on  their  level  of  satisfaction  both  with 
the  attention  they  had  been  given  by  their  Social  Services 
Department,  and  with  the  services  they  had  received  from  RNIB. 

4.34  General  satisfaction  with  Local  Authority  Social  Services  was 
recorded  by  the  majority  of  respondents,  64%,  with  33%  being 
very  satisfied  with  the  attention  they  had  received.  Only  11% 
of  those  interviewed  expressed  themselves  very  dissatisfied  with 
their  Social  Services  Department.  It  should  be  noted,  however, 
that  there  was  no  automatic  correlation  between  the  respondents 
replies  to  this  enquiry  and  the  level  of  service  they  had 
received.  20%  of  all  those  who  recorded  the  highest  level  of 
satisfaction  with  their  Social  Services  Department  had  in  fact 
received  a very  limited  service,  consisting  of  the  provision  of 
aids  and/or  information  only. 

4.35  Two  factors  may  be  adduced  to  account  for  this  imbalance  between 
services  received  and  recorded  response.  The  first  is  the 
generally  low  level  of  expectation  commonly  attributed  to 
elderly  visually  handicapped  people,  who  tend  to  accept  failing 
sight  as  the  inevitable  consequence  of  old  age,  and  accept  also 
that  little  can  be  done  to  mitigate  the  effects  of  that  loss. 
Secondly,  it  was  evident  that  respondents  were  unwilling  to 
criticise  their  individual  social  workers  when  they  felt  them  to 
be  making  the  best  of  a bad  job.  One  example  is  of  an  elderly 
lady  aged  78,  who  had  been  provided  with  some  aids  but  reported 
that  she  had  been  offered  neither  information,  counselling  nor 
rehabilitation,  although  she  stated  she  would  have  liked  to 
attend  either  a residential  or  day  centre  rehabilitation  course. 
This  respondent  also  stated  that  she  would  very  much  like  to 
have  a talking  book,  but  the  Social  Services  Department  had  told 
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her  they  were  in  short  supply.  Nevertheless,  this  lady  got  on 
well  with  her  social  worker  and  recorded  a high  level  of 
satisfaction  with  the  Social  Services  Department.  Several  other 
comments  from  respondents  who  expressed  great  satisfaction  with 
their  Social  Services  Department,  despite  receiving  very  limited 
services,  illustrates  the  same  point: 

"The  social  worker  is  excellent,  but  can't  provide  much." 

"They  do  their  best  with  what's  available." 

"The  social  worker  is  very  good,  but  the  Social  Services 
Department  has  little  to  offer". 

4.36  By  contrast,  examination  of  individual  responses  to  this  enquiry 
reveals  that  the  11%  who  recorded  extreme  dissatisfaction  with 
their  Social  Services  Department  apparently  had  good  cause  to  do 
so . 

4.37  In  relation  to  RNIB  services,  46%  of  respondents  expressed 
general  satisfaction,  with  31%  recording  the  highest  level  of 
satisfaction.  The  fact  that  only  4%  of  respondents  expressed 
extreme  dissatisfaction  with  RNIB  services  is,  however,  no  cause 
for  complacency  since  37%  of  all  those  interviewed  refused  to 
answer  this  enquiry  on  the  grounds  they  had  had  no  contact 
whatever  with  RNIB.  Further  examination  of  the  responses 
reveals  that  eighteen  of  the  fifty-seven  who  claimed  no  contact 
with  RNIB  had  in  fact  received  at  least  one  RNIB  service  (most 
commonly  the  Talking  Book),  without  knowing  its  source.  As  one 
elderly  lady,  who  was  very  pleased  with  her  talking  book, 
enquired  of  her  interviewer  - "Who  are  the  RNIB?". 

Nevertheless,  even  when  such  respondents  have  been  accounted 
for,  there  remains  25%  of  the  sample  who  apparently  had  never 
had  any  contact  with  RNIB  before  their  interview. 
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SUMMARY 

i)  A total  of  153  recently  registered  blind  people  were  interviewed 
in  the  third  phase  of  the  survey,  70.5%  of  whom  were  aged  65  or 
over.  78%  of  respondents  were  affected  by  one  or  more 
additional  disability,  although  91%  considered  sight  loss  to  be 
their  major  handicap.  31%  of  the  sample  lived  alone.  Only  13% 
of  those  of  working  age  were  in  employment  at  the  time  of  the 
survey.  (4.1-4.10). 

ii)  The  majority  of  respondents  (57%)  had  not  been  offered  practical 
rehabilitative  training,  and  only  a small  minority  (18%)  had 
been  offered  any  advice  or  counselling  about  their  feelings 
towards  loss  of  sight.  Over  a third  of  those  interviewed 
claimed  not  to  have  been  given  any  information  about  the 
services  and  benefits  available  to  them.  (4.11-4.12) 

iii)  Elderly  respondents  were  considerably  less  likely  to  have  been 
offered  rehabilitation  than  the  younger  people  interviewed. 

Less  than  a third  of  those  aged  65+  had  been  given  this 
opportunity,  whereas  90%  of  respondents  aged  20-49  had  been 
offered  rehabilitative  training.  (4.13) 

iv)  Respondents  showed  a clear  preference  for  domiciliary 
rehabilitation.  Residential  courses  were  the  least  popular  form 
of  rehabilitation  service.  (4.14-4.18) 

v)  52%  of  respondents  who  had  not  been  offered  rehabilitation  said 
they  would  like  help  of  this  kind.  43%  of  respondents  who  had 
received  rehabilitative  training  said  they  required  further 
training.  (4.14-4.21) 

vi)  Only  two  respondents  had  attended  RNIB  Clifton  Spinney.  They 
had  formed  contrasting  views  of  that  centre.  (4.22) 
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vii)  Ten  respondents  had  attended  RNIB  Manor  House.  Their  comments 
on  the  Centre  included  observations  on  the  Centre's  facilities, 
the  lack  of  follow-up,  problems  with  literacy  skills, 
counselling,  and  the  lack  of  family  involvement  in 
rehabilitation.  (4.23-4.27) 

viii)  The  survey  revealed  considerable  interest  amongst  respondents  of 
all  ages  in  the  idea  of  special  interest  or  activity  holidays 
for  visually  handicapped  people.  (4.29-4.31) 

ix)  The  majority  of  respondents  expressed  satisfaction  with  the 
attention  they  had  received  from  Local  Authority  Social  Services 
Departments.  However,  there  was  no  clear  correlation  between 
respondent's  satisfaction  and  the  level  of  service  received. 
(4.32-4.35) 

x)  More  than  one  third  of  respondents  refused  to  comment  on  their 
satisfaction  with  RNIB,  claiming  to  have  had  no  contact  with  the 
Institute  before  their  interview. 


TABLE  4. A 


Characteristics 

of  the  Survey  Sample: 

Age  and 

Sex 

Age 

Male 

Female 

Total 

% 

18-19 

0 

0 

0 

- 

20-29 

5 

2 

7 

5% 

30-39 

2 

4 

6 

4% 

40-49 

4 

2 

6 

4% 

50-59 

9 

6 

15 

10% 

60-64 

6 

5 

11 

7% 

65-69 

8 

17 

25 

16% 

70-79 

29 

45 

74 

48% 

80+ 

5 

4 

9 

6% 

68  (44 

.5%)  85  (55.5%) 

153 

100% 

Youngest  Male 

20 

Youngest  Female 

22 

Oldest  Male 

88 

Oldest  Female 

83 
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TABLE  4.B 

Age  Structure  of  the  Saiiple  (compared  to  the 
National  Registered  Blind  Population 


Registered  Blind 
England  & Wales  1980 
Age  16  - 64 

Sample 
Age  18  - 64 

23.0  % 

29.5  % 

Registered  Blind 
England  & Wales  1980 
Age  65+ 

Sample 
Age  65+ 

75.0  % 

70.5  % 
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TABLE  4.C 


Characteristics  of  the  Survey  Sample:  Date  of  Registration  as  Blind 


Year 

No.  of  Respondents 
Registered 

% 

1977 

1 

1.0% 

1978 

0 

- 

1979 

2 

1.5% 

1980 

43 

28.0% 

1981 

68 

44.5% 

1982 

28 

18.0% 

1983 

6 

4.0% 

Unknown 

5 

3.0% 

153 


100.0% 
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TABLE  4.D 

Characteristics  of  the  Survey  Sample:  Incidence  of  Chronic  Illness 

Number  of  Cases 


Arthritis/Rheumatism  31 
Diabetes  22 
Heart  disease  18 
Hypertension  17 
Respiratory  disorders  12 
Gastro-intestinal  disorders  10 
Urinary-renal  disorders  8 
Other  cardiovascular  disorders  7 
Mental/nervous  illness  4 
Multiple  Sclerosis  3 
Thyroid  dysfunction  3 
Varicose  veins/ulcers  3 
Cancer  2 
Stroke  2 
Dropsy  1 
Epilepsy  1 
Hiatus  hernia  1 
Lawrence  Moon  Biedl  Syndrome  1 
Muscular  dystrophy  1 
Pituitary  dysfunction  1 
Shingles  1 
Spinal  neuralgia 
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TABLE  4.E 


Characteristics  of  Survey  Sample:  Additional  Disabilities 
78%  of  the  total  sanple  reported  additional  disabilities 


Disability  in  addition 
to  sight  loss 

Chronic  Illness 

Additional  Sensory  Handicap* 

Additional  Sensory  Handicap 
with  Chronic  Illness 

Additional  Motor  Handicap 

Additional  Motor  Handicap 
with  Chronic  Illness 

Additional  Sensory  Handicap 
with  Additional  Motor  Handicap 

Additional  Sensory  Handicap 
with  Additional  Motor  Handicap 
and  Chronic  Illness 

Mental  Handicap,  with 
Additional  Motor  Handicap 
and  Chronic  Illness 

Other  Additional  Handicap** 


No.  of 
Respondents 

66 

11 

10 

3 


22 


% of  sample 
(n.  153) 

43% 

7% 

6% 

2% 

14% 

1% 


3% 


1% 

1% 


120 


78% 


* Ten  cases  of  hearing  impairment;  one  case  of  loss  of  smell /taste 
**  Speech  impediment 
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TABLE  4.F 

Characteristics  of  Survey  Sample:  Age  of  Respondents 


Age 

with  Additional  Disabilities 

No.  of  Respondents  with 
Additional  Disabilities 

% of  Additionally 
Disabled  in  Total 

18-19 

0 

Sample  - by  age 

20-29 

5 

71% 

30-39 

5 

83% 

40-49 

5 

83% 

50-59 

10 

67% 

60-64 

10 

91%  ) 

) ‘ 

68%  ) 

65-69 

17 

70-79 

60 

81% 

80+ 

8 

89% 

TOTAL 


120 


TABLE  4.G 


Characteristics  of  the  Survey  Sample;  Age  Distribution  of 
Enployed/ Unemployed  Respondents 


Age 

M 

EMPLOYED 
F Total 

UNEMPLOYED 
M F Total 

20  - 

29 

1 

0 

1 

4 

2 

6 

30  - 

39 

0 

0 

0 

2 

3 

5 

40  - 

49 

1 

1 

2 

3 

0 

3 

50  - 

59 

0 

1 

1 

7 

4 

11 

60  - 

64 

2 

0 

2 

2 

0 

2 

TOTAL 

4 

2 

6 

18 

9 

27 
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TABLE  4.H 


Characteristics  of  Survey  Sample 
Age  Distribution  of  Respondents  NOT  offered 
Rehabilitative  Training 


Age  Group 

No.  in 

No.  not  offered 

% not  offered 

20-29 

Age  Group 
7 

training 

1 

training 

14% 

30-39 

6 

1 

17% 

40-49 

6 

1 

17% 

50-59 

15 

6 

40% 

60-64 

11 

3 

27% 

65-69 

25 

14 

56% 

70-79 

74 

53 

72% 

80+ 

9 

8 

89% 

TOTAL  - ALL  AGES 

153 

87 

57% 
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TABLE  4.K 


Characteristics  of  Survey  Sample: 

Age  Distribution  of  Respondents  interested  in 
Activity  Holidays 


No.  in 

No . interested  in 

% interested 

Age  Group 

Age  Group 

Activity  Holiday 

Activity 

Holiday 

20-29 

7 

6 

86% 

30-39 

6 

4 

67% 

40-49 

6 

4 

67% 

50-59 

15 

10 

67% 

60-64 

11 

8 

73% 

65-69 

25 

14 

56% 

70-79 

74 

27 

36% 

80+ 

9 

3 

33% 

All  Ages  - Total 

153 

76 

50% 
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TABLE  4.L 


Characteristics  of  Survey  Sample: 
Activity  Holidays  - preferences  of 
interested  respondents 


Gardening 

Handicrafts 

Walking 

Pottery 

Local  History 

Cookery 

Music 

Sailing 

DIY 

Fishing 

Canoeing 

Pony  Trekking 

Literary  Appreciation 

Archaeology 

Rock  Climbing 

Orienteering 

Braille,  Cards,  Dancing,  ) 

Drama,  Engineering,  Flower  ) 

Arranging,  Flying,  French,  ) 

Historical  Interest  (general) , ) 

Heme  Care,  Natural  History,  ) 

Sport  v 


Number  of  respondents 


15 

13 

13 

10 

8 

8 

7 

6 

5 

5 

4 

4 

4 

3 

3 

2 


1 each 


No  preference /any  subject 


9 
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5 LOCAL  AUTHORITY  REHABILITATION  SERVICES 

FOR  VISUALLY  HANDICAPPED  PEOPLE 

5.1  What  kind  of  assistance  can  a visually  handicapped  person 
expect  to  receive  from  a Local  Authority  Social  Services 
Department  in  helping  to  overcome  the  problems  of  sight  loss? 
This  chapter  sets  out  to  provide  an  overview  of  the  nature 
and  extent  of  Local  Authority  rehabilitation  services  to 
the  visually  handicapped,  drawing  attention  to  significant 
variations  in  levels  of  provision  identified  during  the  course 
of  the  survey,  and  highlighting  the  dominant  themes  which 
recurred  during  discussions  with  Social  Services  Department 
representatives  at  both  management  and  fieldwork  level. 

Referral 


5.2  In  the  first  place,  it  appears  to  be  unusual  for  a visually 
handicapped  person  to  be  known  to  their  Social  Services 
Department  unless  the  Local  Authority  has  already  been 
informed  of  their  eligibility  for  inclusion  on  the  registers 
of  blind  or  partially  sighted  people  via  Form  BD8.  Although 
only  seven  of  the  nineteen  Local  Authorities  consulted 
reported  that  registration  was  a criterion  of  eligibility  for 
rehabilitation  services,  it  was  generally  acknowledged  that 
Social  Services  Departments  were  dependent  upon  consultant 
ophthalmologists  within  the  hospital  service  for  the  great 
majority  of  new  referrals  of  people  affected  by  serious  visual 
loss  - and  in  some  Authorities  up  to  90%  of  referrals  emanated 
from  this  source.* 


Seventeen  Local  Authorities  stated  that  BD8s  accounted  for  the 
majority  of  referrals,  of  whom  five  Authorities  reported  that 
60-80%  of  new  referrals  came  from  this  source  (Authorities  A,  C, 
K,  P,  S) , and  two  Authorities  stated  that  90%  of  referrals 
originated  with  BD8s  (Authorities  G,  Q) . The  remaining  two 
Authorities  were  not  able  to  provide  estimates  on  the  source  of 
referrals  (F,  O) . 
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5.3  Community  medical  services  provided  by  General  Practitioners, 
Health  Visitors  and  District  Nurses  formed  the  second  most 
commonly  cited  source  of  referral,  being  mentioned  in  nine 
Authorities  (B,  C,  D,  E,  G,  J,  K,  M,  N) , though  in  only  two 
instances  were  these  sources  estimated  to  account  for  as 
many  as  25%  of  new  cases.  Non-medical  sources,  such  as  Home 
Helps,  Meals  on  Wheels,  Community  Wardens,  DHSS,  family  or 
self-referral,  were  cited  as  providing  appreciable  numbers  of 
referrals  in  a total  of  six  Local  Authorities  consulted  (A  - up 
to  40%,  L,  J - up  to  25%,  P - 30%,  Q - 10%,  S - 30%).  There  was 
general  agreement  among  Local  Authority  representatives  that 
referrals  from  local  offices  of  the  DHSS  had  declined  markedly 
in  recent  years  with  the  reduction  of  the  DHSS's  home  visiting 
service,  and  in  only  one  Authority  (J)  were  referrals  from  this 
source  to  account  for  as  many  as  5%  of  new  cases. 

5.4  Overall,  therefore,  it  would  appear  that  existing  links 
between  Social  Services  Departments  and  the  community 
function  as  a means  of  facilitating  early  rehabilitative 
intervention  in  only  relatively  few  cases  involving  visually 
handicapped  people.  Delays  in  the  registration  procedure, 
both  before  and  after  a Local  Authority's  receipt  of  Form  BD8, 
mean  that  any  assistance  offered  to  a visually  handicapped 
person  is  likely  to  arise  at  a considerable  interval  after 
that  individual  has  become  seriously  affected  by  sight  loss. 
Although  the  survey  did  not  set  out  to  enquire  into  the  Health 
Authorities'  role  in  the  registration  process.  Social  Services 
Department  representatives  in  certain  Local  Authorities 
highlighted  the  difficulties  and  delays  experienced  by  their 
clients  in  obtaining  a registration  examination.  In  one  rural 
Authority  (C)  the  shortage  of  ophthalmologists  in  the  area 
resulted  in  waiting  lists  of  up  to  six  or  even  twelve  months 
for  registration  examinations,  while  in  two  other  rural 
Authorities  (A,  G)  visually  handicapped  clients  had  to  travel 
considerable  distances  beyond  county  boundaries  to  attend 
registration  examinations  because  of  the  lack  of  eye  clinics 
within  the  home  area. 
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5.5  Although  all  responding  Social  Services  Departments  stated 
that  ophthalmic  examinations  could  be  arranged  for  a client, 
if  necessary  in  the  form  of  a domiciliary  visit,  only  two 
Authorities  reported  that  regular  monthly  registration  clinics 
had  been  organised.  In  the  case  of  one  rural  Authority  (G) 
where  monthly  registration  clinics  were  held  in  two  locations, 
it  was  acknowledged  that  only  a very  small  number  of  cases  were 
in  fact  examined  at  these  sessions.  In  another  urban  Authority 
(M) , however,  the  Social  Services  Department  had  arranged 
regular  registration  clinics  at  a local  eye  hospital,  serviced 
by  both  a medical  social  worker  and  a Technical  Officer  for  the 
Blind.  The  waiting  list  for  registration  examinations  under 
this  system  was,  it  was  claimed,  no  longer  than  2-3  weeks, 
with  the  completed  BD8  being  forwarded  to  the  Social  Services 
Department  within  48  hours. 

5.6  For  many  visually  handicapped  people,  however,  the  registration 
examination  is  only  the  midway  point  in  the  lengthy  and 
sometimes  tortuous  administrative  procedure  which  leads  to 
registration.  Even  after  the  examination,  the  time  taken  to 
process  BD8s  by  both  Health  Authorities  and  Social  Services 
Departments  could  result  in  further  delays  of  several  months 
before  a visually  handicapped  client  would  be  contacted  by  the 
Social  Services  Department.  It  was  unusual  for  the  incidence 
and  duration  of  such  delays  to  be  monitored  formally  by  Social 
Services  Department  staff,  but  in  one  urban  Authority 

(L)  it  was  known  that  in  a significant  number  of  cases  delays  of 
up  to  two,  or  even  four,  years  were  occurring  between  a 
registration  examination  and  the  Social  Services  Department's 
receipt  of  the  BD8 . * 


* 


At  the  time  of  the  survey  in  1983,  nineteen  cases  were 
outstanding  in  this  Authority,  four  of  which  dated  from  1981, 
four  from  1980  and  one  from  1979. 
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Registration 

5.7  Having  been  examined  by  a consultant  ophthalmologist  and  found 
eligible  for  inclusion  in  the  Local  Authority's  register , a 
visually  handicapped  person  can  expect  to  receive  a visit  from 
a Social  Services  Department  fieldworker,  who  should  explain  the 
significance  of  registration  and  provide  details  of  the  benefits 
and  services  available  to  registered  blind  and  partially  sighted 
people.  In  two  of  the  nineteen  Local  Authorities  participating 
in  the  survey,  however,  it  was  evident  that  a significant 
proportion  of  clients  referred  to  the  Social  Services  Department 
via  Form  BD8  would  not  necessarily  receive  such  a visit.  In 
both  these  Authorities,  one  rural  the  other  urban  (Authorities 
C,  0) , specialists  in  visual  handicap  were  available  to  make 
initial  visits  in  some,  but  not  all,  social  work  Districts. 

In  those  Districts  which  were  not  serviced  by  a specialist 
fieldwork  officer,  the  Social  Services  Department  would  write  to 
the  visually  handicapped  person  concerning  their  registration, 
but  a visit  would  only  be  made  at  the  client's  specific  request. 
In  the  rural  Authority,  the  Social  Services  Department's  letter 
aimed  to  inform  the  client  of  their  entitlement  to  registration 
and  to  describe  available  services.  In  the  urban  Authority, 
however,  the  Social  Services  Department's  letter  (which  it  was 
acknowledged  had  not  been  revised  for  twenty-five  years)  stated 
baldly  that  as  a result  of  a recent  medical  examination  the 
recipient's  name  had  been  added  to  the  Authority's  register 
of  blind  (or  partially  sighted)  persons  within  the  meaning  of 
the  National  Assistance  Act  1948.  This  letter  continued  by 
instructing  the  client  to  contact  the  local  Social  Services 
Department  office,  quoting  registration  number,  if  any  further 
information  should  be  required.* 


At  the  time  of  the  survey,  it  was  stated  that  specialist 
fieldworkers  within  this  Authority  had  expressed  concern  at  the 
Social  Services  Department's  automatic  processing  of 
registrations,  as  well  at  the  abrupt  wording  of  this  letter, 
which  they  were  hoping  to  improve  and  personalise. 
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5.8  As  the  letter  cited  above  indicates,  it  was  apparent  that  in 
this  urban  Authority  registration  was  treated  as  an  automatic 
administrative  process,  with  no  ostensible  recognition  being 
given  to  the  client's  wishes  in  the  matter.  Similarly, 
automatic  procedures  were  also  apparent  in  two  other 
Authorities,  one  rural  and  one  urban,  (Authorities  F,  P) , 
in  which  evidence  submitted  by  Social  Services  Departments 
failed  to  acknowledge  that  registration  required  the  client's 
consent,  even  though  initial  domiciliary  visits  were  made. 

Assessment 


5.9  Although  seventeen  of  the  nineteen  Authorities  participating  in 
the  survey  claimed  that  clients  referred  to  them  via  Form  BD8 
would  be  visited  by  a member  of  the  Social  Services  Department, 
it  is  important  to  recognise  that  by  no  means  all  newly  referred 
visually  handicapped  people  in  those  Authorities  would  receive 
a specialist  assessment  of  their  practical,  social  and  emotional 
difficulties  and  needs.  Despite  the  fact  that  seventeen  of  the 
Authorities  consulted  had  established  posts  for  fieldworkers 
specialising  in  work  with  the  visually  handicapped,  only  in 
nine  of  those  Authorities,  three  rural  and  six  urban,  would  a 
newly  referred  blind  person  be  assured  of  receiving  a specialist 
assessment  of  their  needs  (Authorities  A,  B,  G,  K,  L,  M,  N,  Q,  R 
see  Table  5B) . Predictably  enough,  all  but  one  (Authority  M)  of 
the  nine  Authorities  which  did  provide  a specialist  assessment 
to  all  newly  referred  clients,  employed  either  a high  or 
adequate  number  of  specialist  staff  according  to  the  revised 
client : specialist  ratios.  Correspondingly,  in  seven  of  the 
remaining  eight  Authorities  in  which  specialist  assessments 
were  not  universally  available,  the  client : specialist  ratios 
indicate  comparatively  low  staffing  levels.  Besides  apparently 
inadequate  numbers  of  staff  specialising  in  visual  handicap, 
several  other  factors  affected  the  non-availability  of  initial 
specialist  assessments  in  these  eight  Authorities: 
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In  three  Local  Authorities,  two  urban  the  other  rural, 
specialist  staff  were  not  available  to  cover  all  parts 
of  the  county  or  borough,  so  that  visually  handicapped 
clients  living  in  certain  areas  would  receive  specialist 
assessments  while  others  would  not  (Authorities  C,  O,  P) . 

Four  Local  Authorities,  two  rural  two  urban,  organised 
their  specialist  workers  in  visual  handicap  as  a central 
resource  for  rehabilitation  services.  All  initial 
assessments  and  registrations,  however,  were  carried 
out  by  locally  based  generic  Social  Workers  and  Social 
Work  Assistants,  who  would  refer  clients  for 
rehabilitation  as  they  considered  appropriate 
(Authorities  D,  H,  I,  S)  . 

In  one  rural  Authority  it  was  stated  that  clients  would 
be  allocated  to  the  most  appropriately  qualified  worker, 
ie:  visually  handicapped  clients  affected  by  other  more 
serious  disabilities  would  be  allocated  to  social  workers 
for  the  deaf  or  mentally  handicapped  or  to  Occupational 
Therapists  as  appropriate;  while  elderly  visually 
handicapped  clients  would  be  allocated  to  Social 
Workers  or  Social  Work  Assistants  rather  than  to 
specialists  in  visual  handicap. 

There  was  general  agreement  amongst  Social  Services  Department 
representatives  in  these  eight  Authorities  that  where  an  initial 
visit  and  assessment  was  not  made  by  a specialist  in  visual 
handicap,  it  was  more  likely  to  be  carried  out  by  a Social  Work 
Assistant  than  by  a qualified  Social  Worker,  particularly  if  the 
case  involved  an  elderly  client. 

The  Effect  of  Age  and  Location  as  Factors  in  the  Availability  of 
Rehabilitation 


.10  The  kind  of  service  likely  to  be  offered  to  a visually 

handicapped  person  following  the  initial  visit  by  a member  of 
the  Social  Services  Department  staff  is  clearly  influenced  by 
two  primary  factors:  location  and  age.  As  the  foregoing 
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paragraphs  have  shown,  a visually  handicapped  person's  location, 
not  only  within  a given  Local  Authority,  but  within  a particular 
district  of  that  Authority,  may  well  be  crucial  in  determining 
firstly,  whether  or  not  an  initial  visit  to  the  client  is  made 
at  the  time  of  registration;  secondly,  whether  that  visit  is 
made  by  a specialist  worker  with  knowledge  and  understanding 
of  the  problems  of  visual  handicap;  and  thirdly,  whether 
sufficient  specialist  staff  are  available  to  enable  the 
client's  needs  for  support  and  training  to  be  met  in  full. 

Of  the  153  visually  handicapped  people  interviewed  in  the 
third  phase  of  the  survey,  a total  of  sixty-eight  (44%)  had 
either  received  or  been  offered  rehabilitative  training  in 
one  or  more  skills.  However,  in  Local  Authority  areas  which 
enjoyed  the  benefit  of  low  client: staff  ratios  and  which 
provided  specialist  initial  assessments  to  all  newly  referred 
visually  handicapped  people,  the  proportion  of  respondents 
receiving  or  offered  rehabilitative  training  rose  to  70% 
(Authorities  with  low  client : specialist  ratio  and  specialist 
assessments  - A,  G,  L,  N,  R) . 

5.11  The  importance  of  the  age  factor  in  the  delivery  of 
rehabilitation  services  to  visually  handicapped  people 

is  illustrated  both  in  the  evidence  obtained  from  the  Social 
Service  Department  representatives  and  in  the  findings  of  the 
third  phase  of  the  survey.  These  findings  clearly  indicate 
that  rehabilitative  training  is  far  less  likely  to  be  offered 
to  visually  handicapped  people  aged  over  65  than  to  those  in 
younger  age  groups.  Whereas  90%  of  all  respondents  aged  between 
20  and  49  had  been  offered  rehabilitation,  only  31%  of  those 
aged  65+  claimed  to  have  been  given  the  same  opportunity  (see 
above  paragraph  4.13  and  Table  4H) . 

5.12  During  discussions  with  Social  Services  Department  staff  it  was 
commonly  observed  that  rehabilitation  was  generally  neither 
wanted  nor  required  by  the  great  majority  of  elderly  visually 
handicapped  people.  Many  elderly  blind  people,  it  was  argued, 
would  either  gradually  have  come  to  terms  with  their  failing 
sight  over  the  years,  or  would  by  reason  of  frailty,  additional 
disability,  or  their  belief  that  they  were  just  "too  old  to 
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learn",  be  unable  to  acquire  new  skills  or  strategies  for  coping 
with  everyday  life.  Although  generalisations  such  as  these  are 
not  without  foundation,  it  may  also  be  argued  that  they  depend 
upon  a skills-oriented  outlook  on  rehabilitation  that  derives 
from  the  practical  emphasis  of  the  professional  training  which 
specialist  workers  for  the  visually  handicapped  receive.  It 
is  understandable  that  for  a specialist  with  the  particular 
expertise  of  a Mobility  Officer  or  Technical  Officer,  the  most 
stimulating  and  professionally  challenging  cases  are  likely  to 
involve  younger,  more  mentally  and  physically  agile  visually 
handicapped  people  who  will  be  better  able  to  respond  to  the 
expert  tuition  they  have  to  offer.  Although  the  majority  of 
specialist  fieldworkers  involved  in  the  survey  acknowledged  the 
bulk  of  their  rehabilitative  work  was  carried  out  with  younger 
visually  handicapped  people,  some  were  prepared  to  acknowledge 
that  many  more  elderly  visually  handicapped  people  could  benefit 
from  their  services  than  did  so  at  present. 

.13  A recurring  theme  of  discussions  with  specialist  fieldworkers 
concerned  the  low  level  of  expectation  commonly  found  amongst 
elderly  visually  handicapped  people  which  caused  them  to 
express  only  a minimal  need  for  services.  Determination  to 
preserve  personal  independence  and  dignity,  together  with 
recollections  of  the  old  "poor  house"  association  of  welfare 
provision,  combined  to  reinforce  the  elderly  person's  assumption 
that  little  either  could  or  would  be  done  to  help  them  by  the 
Social  Services  Department.  Specialist  fieldworkers  were  aware 
that  many  of  the  elderly  clients  who  refused  an  offer  of  aids 
or  rehabilitation  at  an  initial  registration  visit,  would  in 
fact  be  able  to  benefit  from  the  provision  of  such  services. 
Accounts  of  the  difficulties  experienced  in  persuading  elderly 
people  to  attend  day  centre  rehabilitation  courses,  even  on 
a trial  basis,  were  given  by  fieldworkers  in  five  Local 
Authorities  where  such  courses  were  either  currently  or 
previously  available  (Authorities  D,  E,  Q,  R,  C) . In  many 
instances,  clients  who  had  originally  maintained  they  did  not 
require  rehabilitation  or  who  were  initially  extremely  reluctant 
to  attend  a day  centre,  were  by  the  end  of  their  course  only  too 
willing  to  acknowledge  the  benefit  they  had  received. 
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5.14  It  is  arguable  that  the  needs  of  elderly  visually  handicapped 
people  are  the  subject  of  misunderstanding  rather  than  actual 
neglect  or  discrimination.  Nevertheless,  evidence  derived  from 
the  survey  reveals  that  the  age  factor  may  in  certain  areas  be 
crucial  in  determining  the  availability  of  rehabilitation 
services : 

In  one  rural  Authority  where  89%  of  all  newly 
registered  blind  people  were  aged  65+,  it  was 
estimated  that  no  more  than  10%  of  new  cases 
would  require  a full  rehabilitation  course  in 
daily  living  skills,  communications  and  mobility 
amounting  to  as  much  as  120  hours  instruction 
(Authority  H) . In  another  similar  Authority, 
where  90%  of  newly  registered  clients  were  over 
65  years  of  age,  fieldworkers  estimated  that  only 
1%  of  new  cases  would  require  either  daily  living 
skills  or  braille  (Authority  C) . 

Specialist  fieldworkers  in  two  Authorities,  one 
urban  the  other  rural,  stated  that  the  great 
majority  of  elderly  visually  handicapped  people 
would  require  no  more  than  2-3  visits  following 
registration  and  initial  assessment,  although  it 
was  acknowledged  that  longer  and  more  intensive 
periods  of  work  with  younger  clients  were  usual 
(Authorities  A,  S) . 

In  one  urban  Authority,  the  Social  Services 
Department's  sole  specialist  in  visual  handicap 
dealt  primarily  with  visually  handicapped 
children  and  young  people  (Authority  J) , while 
in  a large  rural  Authority  (E)  it  was  usual 
for  elderly  visually  handicapped  clients  to  be 
classified  as  "elderly"  rather  than  "visual 
handicap"  cases  and  allocated  accordingly  to 
Social  Work  Assistants.  (See  also  paragraph 
5.9  above) 
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In  one  urban  Authority  where  a day  centre 
rehabilitation  course  was  provided  for  visually 
handicapped  people,  it  was  acknowledged  that  75% 
of  clients  attending  the  course  were  aged  20-50, 
although  85%  of  newly  referred  blind  people  in 
the  borough  were  aged  over  75  (Authority  K) . 

It  was  apparent  in  three  Authorities  that 
visually  handicapped  people  over  the  age  of 
65  stood  very  little  chance  of  being  referred 
for  residential  social  rehabilitation.  In 
one  rural  Authority,  specialist  fieldworkers 
stated  that  they  would  be  unlikely  even  to 
mention  the  availability  of  residential  social 
rehabilitation  to  elderly  clients,  while  in  an 
urban  Social  Services  Department  specialist  staff 
considered  that  in  the  event  of  financial  constraint 
preference  would  be  given  to  a younger  rather  than 
an  elderly  client.  In  another  rural  Authority, 
it  was  stated  that  it  would  be  very  difficult  to 
persuade  senior  Social  Services  Department 
management  that  an  elderly  person  would  benefit 
from  residential  social  rehabilitation. 

As  these  findings  indicate,  both  the  policy  and  practice  of 
providing  services  to  the  visually  handicapped  are  informed, 
whether  consciously  or  otherwise,  by  discriminatory  "ageist" 
attitudes  which  do  not  positively  promote  the  welfare  of  elderly 
visually  handicapped  people. 

Domiciliary  Rehabilitation 

.15  From  the  standpoint  of  the  elderly  person,  typical  of  the  great 
majority  of  those  who  are  registered  as  visually  handicapped 
each  year,  it  is  unlikely  that  the  specialist  services  provided 
by  the  Local  Authority  Social  Services  Department  will  extend 
beyond  registration,  information  and  the  supply  of  simple  aids. 
Whether  a service  of  this  kind  constitutes  rehabilitation  is. 
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inevitably,  a matter  of  definition.  Some  of  the  specialist 
fieldworkers  participating  in  the  survey  maintained  that  the 
provision  of  aids  and  information  could  indeed  be  classed  as 
rehabilitation,  since  that  service  had  an  enabling  function, 
while  the  demonstration  of  aids  was  of  itself,  a practical 
rehabilitative  exercise  - whether  or  not  perceived  in  that  way 
by  a client.  Other  specialists,  however,  would  apply  the  term 
'rehabilitation'  only  to  relatively  extensive  or  concentrated 
involvement  with  a client  for  the  purpose  of  practical  skills 
training  and  the  restoration  of  personal  self-confidence. 

5.16  Whichever  definition  of  rehabilitation  is  accepted,  the 
survey  found  that  thirteen  of  the  nineteen  Local  Authorities 
consulted  (six  rural  and  seven  urban)  concentrated  all  their 
rehabilitative  provision  to  visually  handicapped  people  on 
domiciliary  services,  and  only  six  Authorities  supplemented 
domiciliary  provision  with  courses  of  rehabilitation  arranged 
at  local  day  centres  (domiciliary  rehabilitation  only: 
Authorities  A,  B,  C,  F,  G,  H,  I,  J,  L,  M,  0,  P,  S.  See  Table 
5B)  . 

5.17  There  was  general  agreement  amongst  Social  Services  Department 
representatives  that  the  chief  advantage  of  a domiciliary 
rehabilitation  service  is  the  scope  it  allows  for  flexibility: 
one  to  one  contact  between  client  and  specialist  fieldworker 
in  the  visually  handicapped  person's  own  home  should  ensure 
that  the  rehabilitative  training  provided  proceeds  at  the 
client's  own  speed  and  is  tailored  to  fit  individual 
circumstances  and  needs. 

5.18  Understandably,  therefore,  there  was  general  reluctance  amongst 
specialist  fieldworkers  to  consider  their  domiciliary  service 
as  a formal  rehabilitation  'course'.  Work  with  each  client 
should,  it  was  believed,  proceed  on  the  basis  of  individual 
need,  and  should  not  be  hampered  by  any  pre-determined , 
artificially  structured  notion  of  what  skills  the  client 
should  have  to  acquire,  and  when.  Although  practices  varied, 
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not  only  from  one  Authority  to  another,  but  also  from  specialist 
to  specialist  within  the  same  Social  Services  Department,  it  was 
apparent  that  the  majority  of  fieldworkers  consulted  during  the 
survey  considered  domiciliary  rehabilitation  as  a fluid  process 
in  which  the  worker  should  be  ready  to  respond  flexibly  to  the 
client's  changing  and  developing  needs  - a process  which  some 
specialist  fieldworkers  described  simply  as  'working  it  out 
as  we  go  along'.  Some  specialist  fieldworkers  took  pains 
to  emphasise  that  initial  assessments  could  not  always  be 
considered  conclusive,  and  many  instances  were  given  of  how 
the  full  extent  of  a client's  needs  had  not  become  apparent 
until  after  several  domiciliary  visits  had  taken  place. 

.19  Implicit  in  the  views  of  certain  specialist  fieldworkers, 
however,  was  a distinction  between  a set  rehabilitation 
'course'  and  a programme  which  though  responding  flexibly 
to  the  needs  of  individual  clients  would  also  provide  a 
clear  framework  for  the  planning,  monitoring  and  final 
assessment  of  a client's  progress  in  rehabilitation  towards 
one  or  more  perceived  goals.  Although  it  was  apparent  that 
individual  specialist  workers  might  independently  develop 
their  own  system  for  planning  and  monitoring  domiciliary 
rehabilitation,  no  more  than  nine  Social  Services  Departments 
submitted  documentary  evidence  which  indicated  that  any 
uniform  procedures  had  been  adopted  for  the  programming  of 
domiciliary  or  day  centre  rehabilitation  (Authorities  B,  D, 

E,  H,  L,  N,  Q,  R,  S) . It  may  be  argued  that  the  preparation 
of  standardised  assessment  forms,  checklists,  report  forms 
and  the  like  does  not  of  itself  signify  anything  more  than  a 
systematic  or  even  mechanical  approach  to  record-keeping,  rather 
than  a sensitive  and  progressive  approach  to  the  rehabilitation 
needs  of  individual  clients.  Nevertheless,  the  use  of  such 
formal  devices  does  at  least  indicate  that  careful  thought  has 
been  given  to  the  purpose  of  rehabilitation  and  to  the  means 
through  which  that  purpose  may  be  achieved. 
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Domiciliary  Rehabilitation  - duration 

5.20  Another  significant  indicator  of  a Local  Authority's  attitudes 
to  rehabilitation  practice  may  be  found  in  the  average  duration 
of  domiciliary  rehabilitation  and,  more  particularly,  whether 
involvement  in  a case  is  regarded  as  finite  or  continuing.  The 
extremes  of  practice  varied  from  the  closure  of  a case  as  soon 
as  all  the  tasks  identified  at  an  initial  assessment  have  been 
accomplished  (Authorities  F,  0)  to  a continuing  commitment  to 
maintain  contact  with  a visually  handicapped  client  through 
regular,  if  relatively  infrequent  domiciliary  visits:  for 
example,  every  three  or  six  months  (Authorities  A,  B,  C,  E,  G, 

L,  N,  P).  In  between  these  extremes,  is  the  practice  based  on 
the  assumption  that  rehabilitation  constitutes  a relatively 
intensive  period  of  intervention  focussed  on  the  achievement 

of  certain  goals,  whereby  a flexible  though  finite  period  of 
active  involvement  by  one  or  more  specialist  fieldworkers  is 
succeeded  by  a transfer  of  responsibility  for  the  case  to  a 
locally  based  generic  social  work  team,  whose  decision  it  will 
be  either  to  close  the  case  or  maintain  it  under  periodic  review 
(Authorities  D,  H,  I,  J,  K,  M,  Q,  R,  S) . 

5.21  Estimates  of  the  average  duration  of  active  rehabilitational 
involvement  by  specialist  fieldworkers  were  not  easily 
obtained  during  the  survey.  There  was  strong  feeling 
amongst  a substantial  number  of  specialist  fieldworkers 
that  no  average  length  of  domiciliary  rehabilitation  could 
or  should  be  estimated.  Specialist  workers  in  nine  Local 
Authorities  (B,  C,  E,  H,  J,  L,  0,  P,  N) , were  not  prepared  to 
generalise  on  this  topic  as  a matter  of  principle,  believing 
that  the  duration  of  work  was  entirely  dependent  upon  client 
need.  It  is  noteworthy  that  in  only  three  of  these  nine  Local 
Authorities  were  cases  involving  visual  handicap  either  closed 
or  transferred  from  the  specialist  to  a generic  social  work 
team.  Elsewhere,  estimates  for  the  typical  duration  of 
domiciliary  rehabilitation  varied  from  3-4  weeks  to  6 months, 
with  six  Local  Authorities  estimating  1-2  months  average  for 
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daily  living  skills  and  four  Local  Authorities  calculating  an 
average  of  3-5  months  for  a domiciliary  rehabilitation  programme 
which  included  mobility  training.* 

Domiciliary  Rehabilitation  - follow-up 

5.22  It  was  by  no  means  standard  practice  amongst  the  Local 
Authorities  consulted  for  specialist  fieldworkers  to 
re-establish  contact  with  a client  after  a certain  interval 
in  order  to  ensure  that  the  progress  made  through  rehabilitation 
had  been  sustained.  No  follow-up  procedures  were  operated  in 
as  many  as  six  Local  Authorities,  (two  rural  and  four  urban), 
where  the  re-opening  of  contact  between  a visually  handicapped 
person  and  their  specialist  fieldworker  depended  either  upon 
the  client's  self-referral  or  upon  re-referral  by  a local 
generic  social  work  team  (Authorities  D,  F,  I,  K,  M,  R) . 

The  length  of  the  specialist's  initial  involvement  in  these 
Authorities  might  vary  from  3-4  weeks  to  as  many  months. 

In  another  urban  Authority  (J) , cases  involving  visual 
handicap  were  never  closed  but  officially  recorded  as 
'pending'.  However,  since  no  review  procedure  was  operated 
for  pending  files,  renewed  contact  between  client  and  social 
worker  was  likely  to  depend  upon  the  client's  own  initiative. 

By  contrast,  specialist  fieldworkers  in  seven  other  Social 
Services  Departments,  five  in  rural  Authorities,  maintained 
an  open-ended,  flexible  commitment  to  their  clients  after 
initial  rehabilitative  work,  acknowledging  that  some  visually 
handicapped  people  would  have  a continuing  though  not  constant 
need  for  their  services  (Authorities  A,  B,  C,  E,  G,  L,  N) . 


1-2  months  DLS : Authorities  A,  D,  I,  K,  M,  S.  Two  Authorities 

stated  that  domiciliary  rehabilitation  would  be 
longer  for  younger  clients  - see  above  paragraph 
5.12. 

3-5  months  DLS  and  mobility:  Authorities  D,  K,  R,  S. 
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5.23  Regular,  if  infrequent  visiting  of  all  known  blind  people  was 
an  established  practice  in  two  rural  Authorities  as  well  as  in 
one  urban  Social  Services  Department,  with  intervals  between 
unsolicited  domiciliary  visits  ranging  between  3-12  months.* 

In  the  four  other  Authorities  where  an  open-ended  commitment 

to  visually  handicapped  clients  was  maintained,  no  standardised 
procedures  for  the  periodic  review  of  cases  had  been  instigated 
(Authorities  A,  B,  E,  N) . In  practice,  therefore,  it  would  seem 
that  a client's  willingness  or  otherwise  to  contact  the 
specialist  worker  is  likely  to  influence  the  number  of  visits 
received . 

5.24  Formal  procedures  for  monitoring  the  progress  of  clients 
after  rehabilitation  were  evident  in  only  five  of  the  Local 
Authorities  consulted,  where  such  follow-up  contact  appeared 
to  be  regarded  as  the  concluding  phase  of  rehabilitation 
rather  than  as  an  undertaking  to  maintain  contact  with  a 
client  indefinitely  (Authorities  H,  0,  P,  Q,  S) . These 
Authorities  operated  bring-forward  systems  for  monitoring 
cases  at  individually  pre-determined  intervals,  although  in 
only  three  instances  was  the  review  system  subject  to  any 
central  co-ordination  (Authorities  H,  Q,  S)  . 

Domiciliary  Rehabilitation  - content 

5.25  Discussions  with  Social  Services  Department  representatives 
revealed  that  in  all  those  Authorities  where  specialist 
fieldworkers  were  employed,  the  main  emphasis  of  domiciliary 
rehabilitation  lay  in  the  development  of  the  client's  daily 
living  skills  - an  area  of  work  which  included  advice  on 
labelling,  the  use  of  colour  contrast  and  lighting,  as  well 


Authority  C:  6 monthly  visiting  for  all  registered  blind  and 
partially  sighted. 

Authority  G:  3 monthly  visits  for  recently  referred  cases, 

minimum  annual  visit  for  all  registered  visually 
handicapped . 

Authority  L:  Minimum  of  one  visit  every  6-9  months  for  all 
visually  handicapped  clients  with  case  files. 
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as  help  in  devising  strategies  for  the  management  of  personal 
care  and  the  home.  Practical  help  in  solving  everyday 
communication  problems,  for  example,  by  the  use  of  writing 
frames,  signature  guides,  large  print  telephone  dials  and 
tape  recorders,  was  also  considered  to  form  an  integral 
part  of  daily  living  skills  training.  The  more  technical 
communications  skills,  braille.  Moon  and  typing,  however, 
were  clearly  far  less  frequently  introduced  into  domiciliary 
rehabilitation.  Although  specialist  workers  in  twelve  Local 
Authorities  stated  that  instruction  in  these  skills  would  be 
provided  on  a domiciliary  basis  when  required,  it  was  commonly 
observed  that  there  was  very  little  demand  for  such  a service 
(Authorities  A,  B,  C,  E,  G,  I,  L,  M,  N,  P,  R,  S) . In  four  Local 
Authorities  it  was  considered  that  specialist  fieldworkers  did 
not  have  sufficient  time  at  their  disposal  to  provide  lengthy 
courses  of  instruction  in  such  skills  as  braille.  Moon  or  typing 
on  a domiciliary  basis  (Authorities  D,  K,  0,  Q) . Although  these 
subjects  would  be  introduced  during  domiciliary  visits,  clients 
wishing  to  pursue  these  skills  further  were  encouraged  to  join 
day  centre  courses  operated  either  by  the  Social  Services 
Department  or  a local  voluntary  society  for  the  blind,  or  to 
attend  classes  run  by  the  local  Education  Authority.  Similar 
policies  with  regard  to  training  in  handcrafts  were  also  adopted 
in  nine  of  the  Social  Services  Departments  consulted,  all  in 
urban  Authorities  (I,  K,  L,  M,  N,  0,  P,  R,  S) . 

.26  Help  in  enabling  a visually  handicapped  person  to  master  the 

use  of  a low  vision  aid  was  offered  by  specialist  fieldworkers 
in  ten  Local  Authorities,  though  only  eight  Social  Services 
Departments  had  obtained  or  assembled  a kit  of  low  vision 
aids  for  demonstration  purposes.  (Authorities  A,  B (no  LVA  kit) 
D,  I,  K,  L,  N,  P (no  LVA  kit) , Q,  R) . Moreover,  in  one  large 
rural  Authority  it  was  apparent  that  a low  vision  aid  kit  would 
not  be  available  to  visually  handicapped  people  in  all  parts  of 
the  county  (Authority  A) . 
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5.27  Courses  of  mobility  training,  leading  to  a visually  handicapped 
person's  achievement  of  safe,  independent  travel,  were  available 
in  those  fourteen  Local  Authorities  in  which  a qualified 
Mobility  Officer  for  the  Blind  was  employed  (see  Table  5A) . 

In  addition.  Social  Services  Department  representatives  in  three 
of  the  remaining  five  Local  Authorities,  gave  the  assurance  that 
freelance  Mobility  Officers  had  been  employed  in  the  past  to 
provide  training  for  individual  cases,  and  would  be  employed 
again  as  the  need  arose.  (Local  Authorities  with  Mobility 
Officers:  A,  B,  C,  D,  E,  H,  I,  J,  K,  N,  0,  Q,  R,  S.  Local 
Authorities  employing  freelance  Mobility  Officers:  F,  M,  P) . 

5.28  It  should  be  emphasised  that  the  preceding  paragraphs  detail 
the  range  of  practical  skills  training  available  in  those  Local 
Authority  areas  where  a domiciliary  rehabilitation  service 

is  provided.  It  does  not,  of  course,  follow  that  a newly 
registered  visually  handicapped  person  would  necessarily 
receive,  or  even  be  offered  the  full  range  of  assistance 
listed  here.  Exactly  half  of  those  respondents  interviewed 
in  the  third  phase  of  the  survey  who  had  received  a domiciliary 
rehabilitation  service,  reported  that  they  had  been  given 
training  in  one  skill  area  only  (see  paragraph  4.20  above). 

Two  factors  may  be  adduced  in  explanation  of  this  occurrence. 

On  the  one  hand,  it  could  be  argued  that  rehabilitative  training 
had  been  provided  appropriate  to  these  clients'  needs,  and  that 
further  training  had  not  been  required.  In  this  context, 
however,  the  fact  that  43%  of  phase  three  respondents  who 
had  received  rehabilitative  training,  stated  that  they  would 
like  further  help  in  learning  to  master  particular  skills  (see 
paragraph  4.20  above).  Secondly,  shortage  of  specialist  staff 
within  an  Authority,  or  within  certain  districts  of  the  total 
area  covered  by  an  Authority  may  result  in  a reduction  of  the 
rehabilitation  service  available  (see  paragraph  6. 3-6. 5, 

6.9-6.10) . 
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5.29  Although  domiciliary  rehabilitation  is  invariably  conducted 
in  the  form  of  individual  one-to-one  tuition,  the  evidence 

of  the  survey  suggests  it  is  by  no  means  usual  for  a visually 
handicapped  person  to  be  visited  by  only  one  representative  of 
the  Social  Services  Department.  Setting  aside  any  assistance 
received  from  either  the  Home  Help  or  Meals  on  Wheels  services, 
a visually  handicapped  person  might  receive  visits  by  two  or 
even  three  Social  Services  Department  staff  during  the  period 
of  registration,  assessment  and  rehabilitation.  In  only  two 
of  the  nineteen  Local  Authorities,  consulted  during  the  survey 
was  it  clear  that  a case  would  remain  in  the  hands  of  one 
fieldworker  only  - and  in  neither  instance  did  the  Local 
Authority  employ  a Mobility  Officer  (Authorities  L,  G) . In  as 
many  as  eight  Authorities,  four  rural  and  four  urban,  where 
initial  assessments  would  be  carried  out  by  generic  social 
workers  or  social  work  assistants,  three  Social  Services 
Department  officers  were  likely  to  be  involved  at  various 
times  in  any  one  case  (Authorities  C,  E,  F,  H,  I,  M,  N,  P) . 

Day  Centre  Rehabilitation  Courses 

5.30  Domiciliary  rehabilitation  services  were  supplemented  by 
day  centre  courses  in  a total  of  six  of  the  Social  Service 
Departments  consulted  in  the  survey  (Authorities  D,  E,  K,  N,  Q, 
R) . An  outline  of  the  day  centre  rehabilitation  courses 
provided  by  these  Authorities  is  given  in  Table  5C.  It  is 
important  to  note,  however,  that  in  two  instances  the  provision 
of  day  centre  rehabilitation  courses  depended  upon  the  active 
co-operation  and  involvement  of  the  local  voluntary  society  for 
the  blind  (D,  K).*  The  day  centre  rehabilitation  courses 


In  Authority  D,  in  addition  to  providing  administrative 
support,  loan  of  aids  and  arranging  the  assistance  of 
volunteers,  a member  of  the  Voluntary  Society's  staff  also 
attended  each  meeting  of  the  rehabilitation  course.  In 
Authority  K,  day  centre  rehabilitation  courses  were  held  on  the 
premises  of  the  local  voluntary  society.  The  cost  of  salaries 
for  the  rehabilitation  staff  employed  at  this  centre  are  met  by 
Authority  K and  one  other  neighbouring  Local  Authority. 
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considered  in  this  section  of  the  report  represent  the  provision 
current  at  the  time  of  the  survey. 

5.31  Reference  was  also  made  during  discussions  with  Social 
Services  Department  representatives  to  courses  which 
had  been  discontinued  as  well  as  to  proposals  for  future 
developments  in  this  field,  and  these  may  be  briefly  noted 
here.  Two  rural  Authorities  cited  examples  of  rehabilitation 
courses  provided  at  day  centres  some  years  previously.  In  both 
instances  the  courses,  though  apparently  successful,  had  not 
been  repeated,  and  there  were  no  plans  to  recommence  the  service 
(Authorities  B,  C) . Five  Authorities  were  considering  ways  in 
which  existing  general  day  centre  facilities  might  be  exploited 
as  a rehabilitation  resource  for  the  visually  handicapped  (A,  H, 
J,  M,  0) , and  one  further  Authority  was  giving  consideration  to 
proposals  for  a new  day  centre  for  people  with  sensory  handicaps 
(M) . In  one  urban  Authority,  a special  day  centre  for  the 
blind  operated  by  the  Social  Services  Department  was  already 

in  existence.  However,  that  centre  was  used  exclusively  for 
occupational  and  social  pursuits,  and  at  the  time  of  the  survey 
no  consideration  had  been  given  to  the  use  of  the  centre  as  the 
location  for  a rehabilitation  course  (Authority  I) . 

The  Availability  of  Day  Centre  Rehabilitation 

5.32  It  was  apparent  in  all  six  Authorities  offering  day  centre 
rehabilitation  courses,  that  this  service  was  an  adjunct 

and  not  a substitute  for  the  basic  domiciliary  rehabilitation 
provided  by  the  Social  Services  Department.  On  average,  the 
number  of  visually  handicapped  people  attending  day  centre 
rehabilitation  courses  in  these  Authorities  represented  no 
more  than  20%  of  new  additions  to  the  blind  register,  although 
as  Table  5D  shows,  variations  in  the  level  of  this  form  of 
provision  ranged  from  6%  to  30%  between  the  six  Authorities. 

5.33  Despite  the  relatively  low  number  of  places  available  on  day 
centre  rehabilitation  courses,  even  in  Local  Authorities  where 
this  service  is  provided,  it  may  be  argued  that  the  provision 
of  this  form  of  rehabilitation  serves  as  a general  indicator 
of  the  Social  Services  Department's  awareness  of  the  needs 
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of  people  who  lose  their  sight  in  adult  life,  besides  being 
tangible  evidence  of  the  Authority's  commitment  to  meet  that 
need.  Support  for  this  contention  may  be  drawn  from  the 
evidence  gathered  in  the  third  phase  of  the  survey.  Whereas 
only  36%  of  respondents  interviewed  in  Local  Authorities 
providing  exclusively  domiciliary  services  had  been  offered 
rehabilitation,  this  figure  rose  to  62%  in  the  case  of 
respondents  living  in  areas  where  the  Local  Authority  ran 
day  centre  courses.  This  suggests  that  a visually  handicapped 
person  is  more  likely  to  be  offered  rehabilitation  in  any  form 
if  he  lives  in  an  area  where  day  centre  courses  are  provided. 

A similar  comparison  of  the  age  distribution  of  respondents 
offered  rehabilitation,  is  also  favourable  to  those  Authorities 
providing  day  centre  courses,  as  the  table  below  indicates: 


Local  Authorities 


Local  Authorities  with 


with  Dcmiciliary  Additional  Day  Centre 

Rehabilitation  Courses  only  Rehabilitation  Courses 


Proportion  of  Phase  III 
respondents  offered 
rehabilitation  in  any 
form  (ie,  dcmiciliary, 
day  centre  or  residential) 


36% 


62% 


Proportion  of  Phase  III 
respondents  aged  20-64 
offered  rehabilitation  in 
any  form 


67% 


87% 


Proportion  of  Phase  III 
respondents  aged  65+ 
offered  rehabilitation 
in  any  form 


25% 


53% 
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From  this  evidence  it  would  appear  that  the  general  availability 
of  rehabilitation  in  Authorities  providing  day  centre  courses  is 
less  seriously  affected  by  the  'ageist'  tendencies  described  in 
paragraphs  5.11-5.14  above.  It  should  be  noted  however,  that 
the  limited  size  of  the  sample  involved  in  the  third  phase  of 
the  survey  must  cause  these  findings  to  be  regarded  as 
indications  rather  than  final  conclusions. 

The  Organisation  and  Intention  of  Day  Centre  Rehabilitation 
Courses 


5.34  In  view  of  the  considerable  operational  difficulties  involved 
in  running  a day  centre  rehabilitation  service  in  rural  areas, 
it  is  perhaps  unsurprising  that  only  two  of  the  six  Authorities 
offering  this  service  were  County  Councils.  Both  these  County 
Social  Services  Departments  had  adopted  the  same  strategy  of 
providing,  in  effect,  a peripatetic  day  centre  rehabilitation 
course.  Instead  of  using  one  day  centre  as  a permanent  base, 
each  new  course  would  be  set  up  at  whichever  local  day  centre 
best  served  the  needs  of  a particular  area  of  the  county. 

This  system  is  clearly  effective  in  reducing  the  otherwise 
considerable  distances  that  would  have  to  be  travelled  by 
clients,  but  additional  organisational  difficulties  are  also 
created  by  the  recurrent  need  to  locate  and  negotiate  the  use 
of  suitable  premises.  Moreover,  from  the  standpoint  of  the 
visually  handicapped  person  hoping  to  benefit  from  a course 
of  rehabilitation,  the  period  of  delay  between  registration 
and  the  availability  of  a place  on  a local  peripatetic  day 
centre  course,  may  be  considerable. 

5.35  The  two  rural  Authorities  were  alike  also  in  regarding  their 
day  centre  courses  purely  as  an  introduction  to  the  range 

of  practical  skills  training  available.  For  this  reason, 
therefore,  all  clients  attending  these  peripatetic  courses 
would  follow  the  same  set  timetable,  and  any  individual  needs 
outstanding  at  the  end  of  the  course  would  be  followed  up  in 
domiciliary  services.  By  contrast,  all  four  urban  Authorities 
offering  day  centre  based  rehabilitation  claimed  that  their 
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courses  provided  a greater  degree  of  flexibility  which  would 
allow  clients  to  concentrate  on  specific  areas  of  skills 
training.  Under  this  system,  it  would  be  expected  that  a 
client  would  complete  the  bulk  of  his  rehabilitative  training 
at  the  day  centre,  so  that  the  purpose  of  any  follow-up  work 
after  the  course  would  be  to  ensure  that  skills  acquired  at 
the  day  centre  were  successfully  practised  in  the  home. 

Day  Centre  Rehabilitation  - content 

.36  The  main  focus  of  day  centre  rehabilitation  courses  in  all 
six  Local  Authorities  was  upon  the  basic  range  of  practical 
training  in  daily  living  skills  and  communications.  Indoor 
mobility  and  orientation  techniques,  as  well  as  sighted  guide 
skills,  were  also  included  in  all  courses.  Only  five  of  the 
six  day  centre  rehabilitation  courses,  however,  provided 
clients  with  the  opportunity  to  try  out  a range  of  low  vision 
aids  (Authorities  D,  K,  N,  Q,  R) . Although  practical  skills 
training  formed  the  backbone  of  the  day  centre  courses,  it 
was  usual  for  training  sessions  to  be  interspersed  with  other 
activities.  All  courses  devoted  some  time  to  introducing 
games,  handcrafts,  talking  books  and  newspapers  and  other 
leisure  activities.  Counselling  was  regarded  as  an  integral 
part  of  the  day  centre  rehabilitation  course  in  four  of  the 
six  Local  Authorities  (E,  K,  Q,  R) , and  in  three  Authorities 
specialist  workers  laid  particular  emphasis  upon  the  value  of 
group  discussions  as  a means  of  encouraging  mutual  support  and 
the  exchange  of  information  and  experience  within  the  group  (E, 
K,  U) . In  another  of  the  urban  Authorities  (N) , counselling 
would  be  offered  to  visually  handicapped  clients  as  part  of  the 
domiciliary  service,  but  was  not  included  within  the  programme 
of  the  day  centre  course.  In  a rural  Authority,  the  provision 
of  information  on  a variety  of  topics  including  travel, 
holidays,  home  safety,  gardening  and  general  resources,  was 
regarded  as  one  of  the  most  important  functions  of  the  course 
(Authority  D) . 
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Day  Centre  Rehabilitation  - group  size  and  staffing  levels 

5.37  Despite  broad  uniformity  in  the  content  of  courses,  there 
was  marked  variation  both  in  the  size  of  groups  and  in 
the  ratio  of  clients  to  staff  involved  in  day  centre  based 
rehabilitation.  These  variations,  set  out  in  Table  5A  will 
clearly  have  consequences  for  the  intensity  and  thoroughness 
of  the  training  offered,  and  for  opportunities  to  maximise 
the  flexibility  of  course  content.  Although  the  size  of 
course  groups  ranged  from  four  (Q)  to  as  many  as  twenty-five 
(E) , clientrstaff  ratios  of  2:1  or  3:1  were  the  norm  for  four 
of  the  six  courses  considered.  In  one  urban  Authority  however, 
average  client: staff  ratios  for  day  centre  rehabilitation  were 
as  high  as  6:1  (N) . The  highest  regular  staffing  level  for 

a day  centre  course,  two  specialist  workers  to  every  three 
clients,  occurred  in  an  urban  Authority  (R) , though  on  one  rural 
peripatetic  course  a ratio  of  1:1  had  been  achieved  through  the 
use  of  volunteers  (D) . 

Day  Centre  Rehabilitation  - course  duration 

5.38  Another  important  distinction  reflecting  the  purpose 
of  rehabilitation  concerns  the  duration  of  day  centre 
courses.  During  discussions  with  Social  Services 
Department  representatives,  a distinction  was  observed 
between,  on  the  one  hand,  a day  centre  course  of  finite 
duration  designed  to  help  a visually  handicapped  person 
achieve  an  optimum  degree  of  independence,  and  on  the  other 
hand,  attendance  at  a day  centre  over  an  indefinite  period, 
primarily  intended  to  provide  occupational  and  social  stimulus. 
In  the  six  examples  of  day  centre  courses  discussed  here,  the 
intention  of  the  course  was  affirmed  to  be  rehabilitational 
rather  than  occupational,  and  the  duration  of  the  day  centre 
programmes  was  finite.  There  was  in  fact  relatively  little 
variation  in  the  duration  of  the  rehabilitation  courses 
available  in  the  six  Local  Authorities  consulted  during 

the  survey:  the  average  length  of  course  offered  by  urban 
Authorities  being  one  day  a week  for  twelve  weeks,  while  the 
'introductory'  courses  run  by  the  two  rural  Authorities  were 
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shorter  by  four  weeks  (see  Table  5C) . The  major  exception  to 
this  pattern  was  found  in  one  urban  Authority  (N)  where 
attendance  at  weekly  rehabilitation  sessions  might  continue 
for  as  long  as  six  months.  In  this  Authority,  rehabilitation 
courses  ran  continuously  at  two  general  purpose  day  centres  for 
the  elderly  and  handicapped.  At  the  time  of  the  survey,  plans 
for  the  introduction  of  a similar  course  at  a third  day  centre 
were  being  finalised. 

5.39  It  was  apparent  during  discussions  with  specialist  fieldwork 
staff  in  this  Authority  that  the  continuity  of  the  courses,  and 
their  location  within  established  general  purpose  day  centres, 
may  have  contributed  significantly  to  the  tendency  of  some 
clients  to  continue  their  attendance  long  after  the  original 
rehabilitational  goals  had  been  achieved.  Ostensibly,  these 
clients  would  continue  to  come  to  the  day  centre  for  general 
occupational  or  social  purposes,  but  in  practice  they  tended 

to  join  in  the  activities  of  the  rehabilitation  group.  As  a 
result,  the  size  of  the  rehabilitation  group  at  one  of  these 
Authorities'  day  centres  had  grown  from  an  optimum  number  of 
eight  clients  to  fifteen.  Specialist  fieldworkers  commented, 
however,  upon  the  valuable  support  provided  to  newcomers  in  the 
group  by  those  who  had  'stayed  on'.  A comparable  tendency  was 
apparent  in  the  day  centre  rehabilitation  service  provided  in 
another  urban  Authority  on  the  premises  of  the  local  voluntary 
society  for  the  blind  (K) . Although  this  rehabilitation  course 
operated  at  pre-set  intervals  for  a limited  duration  of  three 
months,  clients  would  commonly  continue  to  attend  the  centre 
after  their  formal  programme  of  rehabilitation  had  ended. 

What  Happens  After  Rehabilitation? 

5.40  Although  the  'staying  on'  effect  inevitably  tends  to  blur 
the  distinction  between  rehabilitation  and  occupation,  the 
foregoing  paragraphs  are  not  intended  as  an  adverse  criticism 
of  the  Local  Authorities  involved,  but  rather  as  an  example  of 
the  problem  which  confronts  many  visually  handicapped  people  who 
follow  rehabilitation  courses  at  a local  day  centre  - what 
happens  after  rehabilitation?  Specialist  fieldworkers  in 
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Authorities  providing  day  centre  based  rehabilitation  cited 
numerous  instances  of  clients  who  having  been  very  unwilling 
to  begin  a course,  became  no  less  reluctant  to  end  the  stimulus 
of  regular  meetings  and  lose  the  mutual  support  of  those  who 
shared  similar  experiences  and  difficulties  to  their  own. 

The  traditional  option  for  visually  handicapped  people  seeking 
occupation  and  social  contact  has,  of  course,  been  membership 
of  a club  for  the  blind  or  attendance  at  a craft  class.  A 
significant  proportion  of  fieldworkers  involved  in  the  survey, 
however,  were  by  no  means  eager  to  refer  recently  visually 
handicapped  people  to  the  'blind  club',  and  the  evidence  of 
the  third  phase  of  the  survey  suggests  that  traditional  clubs 
and  craft  classes  may  no  longer  be  attractive  to  a substantial 
number  of  visually  handicapped  people  themselves  (see  paragraph 
4.30)  . 

5.41  As  life  expectancy  amongst  elderly  people  increases,  and  as 
younger  people  are  increasingly  confronted  with  the  prospect 
of  long  term  unemployment,  the  problems  of  finding  meaningful 
and  satisfying  forms  of  occupation  for  visually  handicapped 
people  become  more  acute.  Although  the  present  survey  did  not 
set  out  to  investigate  occupational  and  recreational  provision 
for  visually  handicapped  people,  it  was  apparent  that  there  was 
growing  recognition  amongst  specialist  fieldworkers  of  the  need 
for  development  in  this  field.  Several  examples  of  action  taken 
to  meet  these  problems  did  come  to  light  during  the  survey,  and 
though  further  investigation  of  this  aspect  of  provision  may  be 
called  for,  these  examples  can  usefully  be  considered  here. 

5.42  Self-help  groups  had  come  into  being  as  a result  of  peripatetic 
rehabilitation  courses  in  one  rural  Authority  (E) , though  in  the 
other  comparable  Authority  (D)  the  specialist  f ieldworker ' s 
proposal  that  members  of  a particular  course  should  form  their 
own  self-help  group  had  met  with  no  tangible  response.  In  one 
of  the  urban  Authorities  providing  day  centre  rehabilitation 
(N) , particular  efforts  had  been  made  to  instigate  a self-help 
group  for  younger  visually  handicapped  people,  but  the 
initiative  had  failed,  apparently  through  lack  of  interest 
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amongst  the  young  people  themselves.  The  challenge  posed  by  the 
question  "What  happens  after  rehabilitation?",  had  received  a 
positive  response  from  one  urban  Authority  providing  day  centre 
rehabilitation.  In  this  Authority  (R)  the  establishment  of 
specialist  workers  in  visual  handicap  had  been  extended  by  the 
appointment  of  an  Activities  Organiser,  whose  responsibilities 
included  the  initiation  of  self-help  groups  (see  paragraph 
7.13).  Overall,  however,  the  survey  revealed  little  evidence 
to  suggest  that  local  statutory  rehabilitation  services  in 
this  country  had  been  influenced  by  the  recognition  given  in 
the  USA  to  self-help  and  peer-counselling  as  integral  aspects 
of  rehabilitation.  It  may  be  that  the  work  of  agencies  such  as 
the  American  Foundation  for  the  Blind,  the  Vision  Foundation, 
the  Santa  Monica  Centre  for  the  Partially  Sighted,  and  the 
Arkansas  Rehabilitation  Research  and  Training  Centre  had  not 
become  sufficiently  well  known  in  this  country  when  the 
fieldwork  for  the  present  survey  was  carried  out  in  1983. 

The  appearance  of  a number  of  articles  and  publications  relating 
to  the  role  of  self-help  and  peer-counselling  in  rehabilitation 
may  by  now  have  stimulated  greater  awareness  of  these  issues.* 

5.43  Two  other  recurring  themes  of  discussions  with  specialist 
fieldworkers  involved  in  providing  both  day  centre  and 
domiciliary  rehabilitation,  concerned  the  issues  of 
counselling  and  the  involvement  of  a visually  handicapped 
person's  family  in  the  rehabilitation  process. 


American  Foundation  for  the  Blind,  What  are  Friends  For? 
Self-Help  Groups  for  Older  Persons  with  Sensory  Loss  - the 
U.S.E.  Program,  New  York,  1982. 

M Winer,  "Self-help  programs  for  people  with  sight  loss". 

Journal  of  Visual  Impairment  and  Blindness,  December  1982,  76, 
10,  393-397. 

Arkansas  Rehabilitation  Research  and  Training  Center,  Peer 
Counseling  as  a Rehabilitation  Resource,  University  of  Arkansas, 
Hot  Springs  Rehabilitation  Centre,  1981. 


R E Byers-Lang,  "Peer  Counselors,  network  builders  for  elderly 
people".  Journal  of  Visual  Impairment  and  Blindness,  May  1984, 
78,  5,  193-197. 
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Counselling  in  Rehabilitation 

5.44  The  attitudes  of  specialist  fieldworkers  towards  the  function 
of  counselling  in  rehabilitation  and  towards  their  own 
responsibilities  in  fulfilling  the  role  of  counsellor, 
varied  widely.  The  importance  of  counselling  as  an  integral 
part  of  rehabilitation  was  acknowledged  by  representatives 

of  eleven  Social  Services  Departments  (A,  B,  C,  E,  G,  I,  K, 

L,  N,  Q,  R) . In  several  instances,  specialists  maintained 
the  view  that  emotional  and  psychological  support  of  this 
kind  would  in  many  cases  form  an  essential  preliminary  to 
successful  rehabilitation  (C,  I,  Q) . In  four  Local  Authorities 
fieldworkers  estimated  that  counselling  took  up  50%  or  more  of 
the  time  spent  on  domiciliary  rehabilitation,  with  estimates 
rising  as  high  as  75%,  or  even  90%  in  two  instances  (50%  or 

more:  A,  G.  Up  to  75%:  Q.  Up  to  90%:  K) . In  contrast  to 

these  views,  specialist  fieldworkers  in  two  urban  Authorities 
(P,  S)  maintained  that  little  counselling  was  involved  in  the 

rehabilitation  service  they  provided,  and  claimed  that  very 

few  visually  handicapped  clients  would  require  such  a service. 

5.45  Clearly,  not  all  these  specialist  workers  would  have 
accepted  the  same  definition  of  the  tasks  involved  in 
'counselling'.  Some  appeared  to  include  within  the  term 
the  generally  sympathetic  and  supportive  role  they  would 
normally  expect  to  adopt  in  relation  to  a recently  visually 
handicapped  client,  while  others  envisaged  a more  formal  and 
consciously  structured  process.  It  was  evident  that  a number 
of  specialist  fieldworkers  and  senior  managers  considered  that 
"counselling"  in  the  more  formal  sense  was  a form  of  casework 
appropriately  undertaken  only  by  qualified  generic  social 
workers.  In  this  context,  it  is  noteworthy  that  four  of  the 
five  Social  Services  Departments  placing  greatest  emphasis  on 
the  importance  of  counselling  in  rehabilitation  employed  a 
CQSW  holder  amongst  their  establishment  of  specialist  staff. 
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5.46  In  five  other  Authorities,  however,  a very  clear  division  was 
observed  between  practical  rehabilitation  on  the  one  hand 
and  social  casework  on  the  other.  While  practical  skills 
training  would  be  assigned  to  Mobility  Officers  and  Technical 
Officers,  counselling  and  other  social  work  tasks  remained 
the  responsibility  of  a local  generic  social  work  team  (C,  D, 

M,  P,  S) . It  was  acknowledged  in  four  of  these  Authorities 
that  this  division  of  responsibility  had  come  about  as  a 
result  of  the  nature  of  training  for  specialist  workers  in 
visual  handicap  (C,  D,  M,  S) . Social  Services  Department 
representatives  in  these  Authorities  as  well  as  in  three 
others  (L,  Q,  R) , considered  that  training  in  visual  handicap 
concentrated  too  exclusively  upon  the  acquisition  of  technical 
skills  and  needed  in  addition  to  include  a more  broadly  based 
curriculum  in  social  work,  social  administration,  and  the 
development  of  interpersonal  skills.  The  most  stringent 
criticism  of  the  limitations  of  current  training  in  visual 
handicap  came  from  specialists  who  had  also  qualified  as 
generic  social  workers.  In  their  view.  Mobility  Officer 

and  Technical  Officer  training  produced  workers  who  were 
highly  expert  in  certain  technical  skills,  but  who  lacked  the 
knowledge  and  insight  necessary  to  manage  their  professional 
relationships  with  clients. 

Family  Involvement  in  Rehabilitation 

5.47  A second  recurring  theme  of  discussions  with  Social  Services 
Department  representatives  concerned  the  importance  of  family 
involvement  in  rehabilitation.  The  difficulties  of  ensuring 
that  a visually  handicapped  person's  family  was  able  to 
adjust  and  respond  positively  throughout  the  process  of 
rehabilitation  was  generally  considered  to  represent  one 

of  the  primary  disadvantages  of  residential  rehabilitation 
(see  paragraph  8.11).  Examples  were  commonly  given  of  clients 
who  on  returning  home  from  a residential  rehabilitation  course 
found  that  their  families  were  more  in  need  of  "rehabilitation" 
than  themselves.  Specialist  fieldworkers  acknowledged  that  a 
great  deal  of  work  with  the  client's  family  would  sometimes  be 
needed  to  ensure  that  a visually  handicapped  person's  progress 
towards  independence  would  not  be  stifled  on  his  return  home. 


83 


5.48  Despite  the  emphasis  given  to  this  issue  during  discussion  of 
residential  rehabilitation,  the  survey  revealed  little  evidence 
of  any  concerted  or  systematic  attempt  to  involve  members  of  a 
client's  family  in  local  rehabilitation  services.  Although 
the  importance  of  family  involvement  in  the  rehabilitation 
process  was  generally  acknowledged,  representatives  of  six 
Social  Services  Departments  emphasised  that  work  of  this  kind 
depended  upon  the  availability  of  family  members,  and  was  not 
in  practice  a common  occurrence  (Authorities  A,  C,  M,  N,  0,  P) . 
Specialists  in  five  Local  Authorities  observed  that  it  was  not 
unusual  for  members  of  a visually  handicapped  person's  family 
to  be  resistant  to  any  attempts  made  to  involve  them  in  the 
rehabilitation  process  (G,  K,  L,  M,  N)  . In  two  further  Social 
Services  Departments,  senior  officers  expressed  the  view  that 
current  specialist  training  did  not  equip  workers  to  perform 
this  task  (D,  E)  . In  only  four  Authorities  was  the  impression 
given  that  the  involvement  of  a client's  family  in  domiciliary 
rehabilitation  was  more  routine  than  occasional  (K,  Q,  R,  S) . 

5.49  It  is  noteworthy,  however,  that  both  counselling  and  family 
involvement  in  rehabilitation  appeared  to  be  accorded  a higher 
priority  in  Social  Services  Departments  providing  day  centre 
courses.  In  four  of  the  six  Local  Authorities  providing  this 
service  counselling  was  regarded  as  an  integral  element  of  the 
rehabilitation  programme,  and  time  was  set  aside  within  the 
course  for  relatives  and  friends  to  visit  the  centre  and  join 
in  the  activities  of  the  rehabilitation  group  (E,  K,  Q,  R) . 


SUMMARY 


i)  Social  Services  Departments  are  dependent  upon  consultant 
ophthalmologists  in  the  hospital  service  for  the  great 
majority  of  new  referrals  of  people  affected  by  visual 
handicap.  Considerable  delays  may  arise,  both  before 
and  after  the  registration  examination,  before  contact 
is  established  between  a visually  handicapped  person  and 
their  local  Social  Services  Department.  (5. 1-5. 6) 
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ii)  In  seventeen  of  the  nineteen  Local  Authorities  included  in 
the  survey,  the  referral  of  a visually  handicapped  person 

via  Form  BD8  would  result  in  a domiciliary  visit  and  the  offer 
of  registration.  In  parts  of  the  two  remaining  Authorities, 
registration  would  be  offered  by  means  of  a letter  rather 
than  in  a home  visit.  There  was  evidence  in  a total  of 
three  Authorities  that  admission  to  the  registers  of  blind 
or  partially  sighted  people  was  regarded  as  an  automatic 
administrative  process  that  did  not  require  the  informed 
consent  of  the  client.  (5. 7-5. 8) 

iii)  Initial  domiciliary  visits  for  the  purpose  of  registration 
incorporated  a specialist  assessment  of  a visually  handicapped 
person's  needs  in  only  nine  of  the  Local  Authorities  surveyed. 
(5.9) 

iv)  The  kind  of  rehabilitation  service  offered  to  a newly  registered 
visually  handicapped  person  was  likely  to  be  significantly 
influenced  by  two  factors;  the  visually  handicapped  person's 
age  and  his  location.  Findings  indicate  that  the  provision  of 
specialist  services  to  visually  handicapped  people  by  Local 
Authorities  is  informed  by  "ageist"  attitudes  which  discriminate 
against  elderly  people.  (5.10-5.14) 

v)  Thirteen  of  the  nineteen  Local  Authorities  surveyed  concentrated 
all  their  rehabilitative  provision  to  visually  handicapped 
people  on  domiciliary  services.  Specialist  Social  Services 
Department  staff  considered  flexibility  to  be  the  keynote  of 
domiciliary  rehabilitation,  in  terms  of  both  duration  and 
content.  (5.15-5.21) 

vi)  Systematic  follow-up  of  clients  after  the  completion  of 
domiciliary  rehabilitation  was  evident  in  only  five  of  the 
Local  Authorities  consulted,  although  an  open  ended  commitment 
to  visually  handicapped  clients  was  also  acknowledged  by  seven 
other  Local  Authorities.  (5.22-5.24) 
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vii)  Discussions  with  specialist  Social  Services  Department  staff 
indicated  that  the  main  focus  of  domiciliary  rehabilitation 
lay  in  the  development  of  daily  living  skills.  The  teaching 
of  handcrafts  as  well  as  the  more  technical  communication 
skills  of  braille.  Moon  and  typing,  was  considered  relatively 
unusual  within  the  context  of  domiciliary  rehabilitation. 
Demonstrations  of  a selection  of  low  vision  aids  were  available 
as  part  of  the  domiciliary  rehabilitation  service  in  eight 
Local  Authorities.  Mobility  training  was  available  in  the 
fourteen  Local  Authorities  where  a specialist  Mobility  Officer 
was  employed.  The  services  of  freelance  Mobility  Officers 

had  been  engaged  in  three  other  Authorities.  (5.25-5.28) 

viii)  The  provision  of  domiciliary  rehabilitation  would  commonly 
involve  the  intervention  to  two,  or  even  three,  Social  Services 
Department  staff.  (5.29) 

ix)  Domiciliary  rehabilitation  services  were  supplemented  by  day 
centre  courses  in  six  of  the  nineteen  Local  Authorities 
surveyed.  On  average,  these  courses  were  attended  by  no 
more  than  20%  of  people  newly  registered  as  blind  in  these 
Authorities.  The  availability  of  other  forms  of  rehabilitation 
does,  however,  appear  to  be  enhanced  in  Local  Authorities 
providing  a day  centre  rehabilitation  service.  (5.30-5.33) 

x)  Rural  Authorities  providing  day  centre  rehabilitation  services 
adopted  a peripatetic  scheme,  whereas  urban  Authorities  operated 
their  day  centre  courses  from  a permanent  base.  Both  systems 
offered  follow-up  support  after  completion  of  the  course. 
(5.34-5.35) 

xi)  The  day  centre  rehabilitation  courses  available  in  the  six 
Local  Authorities  displayed  a broad  uniformity  in  content  but 
marked  variation  both  in  the  size  of  groups  and  in  the  ratio 
of  clients  to  staff.  The  standard  duration  of  day  centre 
rehabilitation  courses  amongst  the  sample  was  twelve  weeks 

in  urban  Authorities  and  eight  weeks  in  rural  Authorities. 

In  some  instances,  however,  attendance  at  a day  centre  might 
continue  indefinitely  after  completion  of  the  formal 
rehabilitation  course.  (5.36-5.39) 
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xii)  Discussions  with  specialist  staff  highlighted  the  need  for 
alternatives  to  the  traditional  "blind  club"  as  a means  of 
offering  further  support  and  stimulus  to  visually  handicapped 
people  after  rehabilitation.  (5.40-5.42) 

xiii)  There  was  considerable  variation  in  the  views  of  specialist 
staff  towards  the  function  of  counselling  in  rehabilitation 
and  towards  their  own  responsibilities  in  fulfilling  the  role 
of  counsellor.  (5.43-5.46) 

xiv)  Specialist  Social  Services  Department  staff  placed 
considerable  emphasis  upon  the  importance  of  family 
involvement  in  rehabilitation.  However,  the  survey 
revealed  little  evidence  of  systematic  attempts  to  bring 
this  about.  Local  Authorities  providing  day  centre 
rehabilitation  courses  appeared  to  attach  higher  priority 

to  both  counselling  and  family  involvement  in  rehabilitation. 
(5.47-5.49) 


Asterisk  indicates  a specialist  officer  with  more  than  one  of  the  qualifications  listed.  The  sum  of  the  qualifications 
does  not,  therefore,  equal  the  total  number  of  specialist  staff  employed. 
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THE  MANAGEMENT  OF  LOCAL  AUTHORITY  SERVICES 


TO  THE  VISUALLY  HANDICAPPED 


Specialist  Services  to  the  Visually  Handicapped 

A specialist  service  for  visually  handicapped  people  was 
provided  by  seventeen  of  the  nineteen  Local  Authority  Social 
Services  Departments  included  in  the  survey,  in  which  an 
establishment  of  appropriately  qualified  or  experienced 
personnel  was  maintained. 

In  the  two  remaining  Local  Authorities  - one  urban,  the  other 
rural  - staff  qualified  in  visual  handicap  were  also  employed, 
although  they  had  not  been  appointed  to  designated  specialist 
posts  (Authorities  F,  J) . In  the  urban  Authority,  where  the 
combined  blind  and  partially  sighted  registers  included  637 
people  in  1980,  one  generic  social  worker  (CQSW)  was  also 
qualified  as  a Mobility  Officer.  In  addition  to  generic  social 
work  duties,  which  accounted  for  approximately  40%  of  a mixed 
case-load,  this  social  worker  provided  mobility  training  and 
social  work  support  to  visually  handicapped  people  referred 
from  all  parts  of  the  borough.  Specialist  rehabilitative 
training  in  daily  living  skills,  braille.  Moon  or  typing  was 
not,  however,  provided  by  this  Social  Services  Department. 

A total  of  2,875  people  were  registered  in  1980  as  blind  or 
partially  sighted  in  the  rural  Authority  in  which  there  were 
no  established  posts  for  specialists  in  visual  handicap.  At 
the  time  of  the  survey  however,  three  fieldwork  staff  with 
specialist  qualifications  were  employed  within  this  county, 
spending  50%  or  more  of  their  time  in  work  with  blind  or 
partially  sighted  people.  The  activities  of  these  specialists 
were  confined  to  only  two  of  the  county's  four  social  work 
divisions,  although  in  a third  division  a qualified  social 
worker  with  additional  specialist  qualification  in  visual 
handicap  was  available  as  a consultant.  It  should  be  noted 
that  at  the  time  of  the  Study  Group's  survey,  this  Authority 
had  already  mounted  its  own  internal  enquiry  into  services  for 
the  visually  handicapped  within  the  county. 
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The  Ratio  of  Visually  Handicapped  Clients  to  Specialist  Staff 

6.3  Although  commitment  to  specialist  services  for  the  visually 
handicapped  may  have  been  apparent  in  the  fact  that  seventeen 
of  the  Authorities  surveyed  maintained  an  establishment  of 
designated  specialist  posts,  the  extent  of  those  services 

as  measured  by  the  ratio  of  visually  handicapped  clients  to 
specialist  staff  was  clearly  subject  to  considerable  variation: 
from  146:1  to  958:1  in  the  case  of  rural  Authorities  (G,  F)  , and 
from  130:1  to  987:1  in  urban  Authorities  (R,  M) . As  noted  in 
paragraph  3.15,  the  structure  of  the  final  sample  of  Local 
Authorities  selected  for  inclusion  in  the  survey  should  have 
provided  a relatively  favourable  picture  of  services  to  the 
visually  handicapped.  Nevertheless,  in  more  than  half  the  Local 
Authorities  surveyed,  the  client: staff  ratios  of  200:1  for  rural 
areas  and  250:1  for  urban  areas,  formerly  applied  as  a rule  of 
thumb  to  the  appointment  of  Home  Teachers,  were  significantly 
exceeded.*  In  one  quarter  of  all  the  Local  Authorities  studied, 
the  actual  numbers  of  visually  handicapped  clients  to  specialist 
staff  were  up  to  four  times  greater  than  the  level  suggested  by 
those  guidelines  (see  Table  3C.  D,  F,  H,  M,  S) . 

6.4  The  provision  of  a "specialist  service",  moreover,  did  not 
always  signify  that  a qualified  Mobility  Officer  would  be 
included  in  a Local  Authority's  establishment  of  specialist 
staff  for  the  visually  handicapped.  Five  of  the  nineteen  Local 
Authorities  included  in  the  survey,  did  not  employ  a Mobility 
Officer,  and  the  numbers  of  registered  blind  people  in  these 
areas  ranged  from  297  to  1,434  (G,  F.  See  Table  6A) . Although 
three  of  these  five  Authorities  reported  that  freelance  Mobility 
Officers  had  in  the  past  been  employed  according  to  need,  it 
must  be  questioned  whether  an  occasional  mobility  service  of 
this  kind  can  equate  with  the  provision  of  a permanent  full-time 
member  of  staff. 


★ 


Inter-Regional  Review,  67,  Summer  1980,  p.3. 
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6.5  Elsewhere  among  the  sample  of  Local  Authorities,  the  variation 
in  the  range  of  client rMobility  Officer  ratios  greatly 
exceeded  the  variation  in  general  specialist  staffing 
levels,  even  when  it  was  assumed  that  Mobility  Officers 
would  be  assigned  exclusively  to  registered  blind  clients. 

The  lowest  client rMobility  Officer  ratio  amongst  the  sample, 
208:1,  occurred  within  a London  Borough  (R) . According  to 
records  maintained  at  the  National  Mobility  Centre,  this  was 
the  lowest  ratio  of  this  kind  within  any  Local  Authority  in 
the  United  Kingdom  at  1st  May  1984.*  It  is  disturbing  to  note, 
however,  that  the  highest  client rMobility  Officer  ratio  recorded 
within  the  sample,  1,512:1  (E) , actually  exceeded  the  total 

number  of  registered  blind  people  in  the  largest  of  the  surveyed 
Authorities  not  to  employ  a Mobility  Officer  (F:  1434).  Within 
this  very  broad  range  of  client rMobility  Officer  ratios,  the 
largest  grouping  of  both  urban  and  rural  Authorities  occurred 
within  the  600:1  to  700:1  band.  (D,  K,  N,  Q,  S) . In  six 
Authorities,  however,  the  ratio  of  registered  blind  people  to 
Mobility  Officers  significantly  exceeded  this  level  and  as  many 
as  four  Social  Services  Departments  had  client rMobility  Officer 
ratios  in  excess  of  1,100:1  (see  Table  6). 

6.6  Considered  in  isolation,  client : specialist  ratios  provide  the 
primary,  but  by  no  means  the  sole  indicator  of  the  level  of 
Local  Authority  services  to  visually  handicapped  people.  It 
became  apparent  in  the  course  of  the  survey  that  significant 
variations  in  specialist  staffing  levels  could  exist  within 
as  well  as  between  the  various  Social  Services  Departments. 
Moreover,  it  transpired  that  the  employment  of  specialist  staff 
within  an  Authority  would  by  no  means  guarantee  that  the  needs 
of  a recently  visually  handicapped  person  would  receive  a 
specialist  assessment. 


★ 


I am  indebted  to  the  research  of  Geoffrey  Biggs  of  the  National 
Mobility  Centre  for  this  information. 


94 


The  Organisation  of  Specialist  Services 

6.7  Two  basic  models  for  the  delivery  of  services  to  visually 
handicapped  people  were  adopted  amongst  the  Local  Authorities 
surveyed:  a centralised  service,  operating  from  a single 
focal  point  within  the  Social  Services  Department  but 
accepting  referrals  from  all  parts  of  the  Authority's  area, 
and  a locally  based  service,  operating  through  the  network 

of  Social  Services  Department  district  offices.  Elements  of 
both  models  had,  however,  been  amalgamated  by  one  urban  Social 
Services  Department  (N) , where  Social  Workers  for  the  Blind 
dealing  with  casework  and  counselling,  operated  as  members 
of  local  generic  social  work  teams,  while  the  practical 
rehabilitation  service  offered  by  Technical  and  Mobility 
Officers  functioned  as  a central  resource. 

6.8  Although  each  of  the  two  basic  models  of  service  delivery 
occurred  within  both  urban  and  rural  Authorities,  locally 
based  services  predominated  amongst  the  County  Councils, 
where  centralised  services  had  been  introduced  in  only  two 
instances  (D,  H) . Amongst  urban  Authorities,  on  the  other  hand, 
centralised  specialist  services  were  the  more  common,  and  only 
three  of  the  eleven  urban  Social  Services  Departments  surveyed 
operated  services  to  the  visually  handicapped  on  a local  basis 
(J,  0,  P.  See  Table  5B) . 

6.9  The  chief  advantage  of  a locally  based  specialist  service 
clearly  lies  in  its  accessibility  to  blind  and  partially 
sighted  people  themselves;  a consideration  of  particular 
significance  in  a rural  Authority  where  the  small  proportion 
of  the  general  population  who  are  affected  by  visual  handicap 
will  be  scattered  over  very  wide  areas.  However,  the  location 
of  sufficient  numbers  of  specialist  workers  in  each  of  the  major 
district  offices  of  a large  rural  Social  Services  Department 
will  inevitably  prove  costly  in  terms  of  manpower  resources. 

Only  three  of  the  six  county  Authorities  with  locally  based 
services  had,  in  fact,  achieved  a sufficiently  even  spread  of 
specialist  workers  to  ensure  that  all  newly  referred  visually 
handicapped  people  would  receive  an  expert  assessment  of  their 


95 


needs.  (Authority  A,  B,  G.  Rural  Authorities  with  uneven 
distribution  of  locally  based  specialists:-  C,  E,  F) . The 
provision  of  locally  based  specialist  services  was  certainly 
not  synonymous  with  accessibility  in  the  three  urban  Authorities 
which  adopted  this  model  of  service  delivery.  In  all  three 
instances,  the  distribution  of  specialist  workers  was  uneven, 
leaving  visually  handicapped  people  in  certain  districts 
without  direct  access  to  specialist  assistance,  and  without 
the  assurance  of  a specialist  assessment  of  their  needs 
(Authorities  J,  0,  P) . 

6.10  In  practice,  therefore,  locally  based  provision  too  often 
failed  to  offer  equal  access  to  specialist  services  in  all 
areas  of  an  Authority.  In  this  context,  an  ostensibly 
favourable  client : specialist  ratio  can  prove  misleading  when, 
in  reality,  blind  or  partially  sighted  people  living  in  certain 
areas  of  an  Authority  will  have  little  prospect  of  seeing  a 
social  worker  with  special  knowledge  of  visual  handicap  (see 
also  5.7-5.10) . 

6.11  The  central  organisation  of  services  to  the  visually  handicapped 
on  the  other  hand,  clearly  has  the  advantage  of  eliminating 
variations  in  client : specialist  ratio  within  a given  Authority. 
Furthermore  by  concentrating  available  manpower,  centralised 
service  delivery  facilitates  the  creation  of  teams  combining 
both  technical  and  social  work  skills,  a course  adopted  in 

six  of  the  ten  Social  Services  Departments  adopting  this 
method  of  organisation  (I,  K,  L,  Q,  R,  H;  in  two  Authorities 
the  central  specialist  resource  encompassed  both  aural  and 
visual  handicap  - L,  H) . Nevertheless,  problems  of  access 
to  specialist  services  are  by  no  means  automatically  resolved 
by  centralisation.  In  only  six  of  the  Authorities  operating 
this  system  would  a newly  referred  visually  handicapped 
person  be  assured  of  receiving  an  initial  assessment  from 
a specialist  worker  (K,  L,  M,  N,  Q,  R.  See  Table  5B) . In 
these  six  Authorities,  responsibility  for  the  assessment  and 
registration  of  all  new  referrals  was  retained  solely  by  the 
centrally  based  specialist  workers.  However,  in  the  four 
remaining  Local  Authorities  with  a central  service 
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base,  initial  assessments  and  registration  would  be  carried 
out  by  generic  social  workers,  or  more  commonly,  social  work 
assistants,  based  in  area  social  work  teams  (D,  H,  I,  S.  See 
Table  5B) . In  consequence,  therefore,  demand  for  specialist 
services  in  these  Authorities  was  dependent  upon  referrals  made 
by  workers  with  no  appropriate  specialist  expertise.  Moreover, 
in  only  two  of  these  four  Social  Services  Departments  had  steps 
been  taken  to  mitigate  this  dependence  by  monitoring  incoming 
BD8s  (Authorities  H and  S) . 

6.12  The  ability  to  provide  specialist  assessments  for  all  newly 
referred  visually  handicapped  people  within  the  context  of 
centralised  service  delivery  is  clearly  largely  determined 
by  the  number  of  specialist  staff  employed.  All  but  one 

of  the  six  centralised  Social  Services  Departments  which 
did  provide  specialist  assessments  had  relatively  low 
client : specialist  ratios,  whereas  the  four  Authorities 
which  did  not  provide  this  service  had  a high  ratio  of 
visually  handicapped  clients  to  specialist  staff.  Another 
factor  must,  however,  be  taken  into  account  in  relation  to 
rural  Authorities,  since  the  distances  likely  to  be  involved 
in  providing  initial  assessment  and  registration  services  from 
a central  base  may  prove  prohibitive. 

Supervision  of  Specialist  Services 

6.13  The  method  of  organisation  adopted  in  providing  specialist 
services  to  the  visually  handicapped  affects  not  only  the 
accessibility  but  also  the  supervision  of  those  services. 

One  of  the  principal  disadvantages  of  locally  based  service 
delivery  appeared  to  be  the  lack  of  professional  support 
and  supervision  it  afforded  to  specialist  f ieldworkers . 

In  none  of  the  Social  Services  Departments  with  locally 
based  services  to  the  visually  handicapped,  either  urban 
or  rural,  were  specialist  f ieldworkers  directly  managed 
by  seniors  with  qualifications  in  visual  handicap.  The 
dearth  of  expert  advice  and  informed  supervision  available 
to  locally  based  specialists  formed  a recurrent  theme  of 
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discussions  with  Social  Services  Department  representatives. 
Although  circumstances  varied  within  individual  Authorities,  as 
well  as  between  them,  it  was  by  no  means  uncommon  for  Mobility 
Officers,  Technical  Officers  and  Social  Workers  for  the  Blind  to 
maintain  that  they  worked  virtually  independently  and  without 
supervision. 

6.14  The  centralisation  of  specialist  services  for  the  visually 
handicapped  should  provide  ample  opportunity  for  those  services 
to  be  supervised  and  co-ordinated  by  a senior  officer  with 
relevant  experience  and  expertise.  Advantage  had  indeed  been 
taken  of  this  opportunity  in  six  of  the  ten  Social  Services 
Departments  operating  a centrally  based  service  to  blind  and 
partially  sighted  people  (H,  I,  K,  N,  Q,  R) , but  in  the 
remaining  four  Authorities,  senior  officers  responsible  for 
specialist  fieldworkers  were  not  themselves  qualified  in  visual 
handicap  (D,  L,  M,  S) . 

6.15  Regardless  of  the  formal  qualifications  of  supervisory  officers, 
the  formation  of  centrally  based  teams  for  visual  handicap  in 
eight  of  the  Authorities  surveyed  had  evidently  created  a sense 
of  identity  and  cohesion  amongst  specialist  workers  and  removed 
the  difficulties  of  professional  isolation  experienced  by 
locally  based  specialists  working  as  members  of  a generic 
social  work  team  (Authorities  H,  D,  I,  K,  L,  N,  Q,  R) . 

6.16  Within  the  sample  of  Local  Authorities  considered  in  the  survey, 
the  centralisation  of  specialist  services  for  the  visually 
handicapped  appeared  not  only  to  affect  the  confidence  of 
specialist  workers,  but  also  to  stimulate  the  attention  of 
Social  Services  Department  management.  The  creation  of  a 
central  service  resource  for  visual  handicap  may,  of  course, 

be  as  much  the  product  as  the  cause  of  increased  awareness 
amongst  Social  Services  Department  managers  of  the  needs  of 
blind  and  partially  sighted  people.  Nevertheless,  there  was 
evidence  of  a correlation  between  centralisation  of  services 
and  increased  managerial  activity.  What  little  evidence  could 
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be  gathered  during  the  survey  concerning  the  basic  monitoring 
of  services  to  visually  handicapped  people  was  derived 
almost  entirely  from  Social  Services  Departments  operating 
a centralised  service.  Only  five  of  the  nineteen  Local 
Authorities  surveyed  could  provide  estimates  of  the  cost  of 
their  day  centre  or  domiciliary  rehabilitation  services,  and 
all  five  Authorities  provided  those  services  from  a central 
specialist  resource  (H,  K,  L,  Q,  R) . Reasonable  estimates  of 
the  numbers  of  visually  handicapped  people  for  whom  courses  of 
rehabilitation  had  been  provided  were  supplied  by  only  seven 
Social  Services  Departments,  five  of  which  operated  their 
specialist  services  from  a central  base  (central:  K,  N,  Q, 

R,  S;  local:  E,  J.).* 

6.17  Further  evidence  suggesting  an  association  between 
centralisation  of  services  and  increased  managerial  activity 
occurred  in  relation  to  the  management  of  rehabilitation. 
Documentary  evidence  illustrating  the  adoption  of  uniform 
procedures  for  the  planning,  monitoring  and  final  assessment 
of  individual  rehabilitation  programmes  was  presented  by  only 
nine  of  the  Social  Services  Departments  surveyed.  Specialist 
services  to  the  visually  handicapped  were  operated  and  managed 
centrally  in  a total  of  seven  of  those  nine  Authorities 
(central:  D,  H,  L,  N,  Q,  R,  S;  local:  B,  E.  See  paragraph 
5.19). 

The  Co-ordination  and  Development  of  Services  to  the  Visually 
Handicapped 

6.18  The  organisation  of  specialist  services  for  the  visually 
handicapped  in  turn  affects  (or  it  may  be  argued,  reflects) , 
the  way  in  which  the  needs  of  visually  handicapped  people  are 
represented  and  co-ordinated  at  senior  level  within  the 
management  of  Social  Services  Departments. 


In  addition,  a total  of  five  Authorities  gave  estimates  of  the 
numbers  of  visually  handicapped  people  receiving  courses  of 
rehabilitation  equivalent  to  the  total  number  of  new 
registrations.  Since  registration  cannot  automatically  be 
equated  with  rehabilitation,  these  estimates  cannot  be  construed 
as  realistic  (D,  H,  I,  M,  P) . 
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6.19  In  Authorities  with  locally  based  specialist  provision,  where 
fieldworkers  for  the  visually  handicapped  are  dispersed 
amongst  generic  social  work  teams,  there  is  little  occasion 
for  the  attention  of  middle  management  to  be  focused  upon  the 
collective  needs  of  visually  handicapped  people  as  a client 
group.  For  the  Team  Leader,  cases  involving  visual  handicap 
will  represent  only  a very  small  proportion  of  the  mixed 
caseload  involving  family  casework,  children  in  care,  mental 
health,  physical  handicap  or  vulnerc  a elderly  people,  for 
which  he  is  responsible.  Nor  are  tl  : needs  of  the  visually 
handicapped  likely  to  appear  conspicuous  at  area  level  within 
a large  rural  Authority,  where  the  sen  .or  manager  or  Area 
Director  is  likely  to  be  responsible  or  only  for  the  control 
of  fieldwork  services  but  also  for  \ -a  administration  of  day 
centres  and  residential  homes  serving  the  needs  of  a variety 
of  client  groups. 

6.20  Thus,  in  Authorities  with  locally  based  specialist  services, 
the  needs  of  visually  handicapped  people  are  likely  to  be 
represented  to  senior  Social  Services  Department  management 
only  through  the  agency  of  an  advisory  officer  who  has  no 
operational  responsibility  for  services  to  the  client  group 
which  he  represents.  Though  free  from  day  to  day  managerial 
responsibilities,  the  duties  of  the  advisor,  who  is  usually 
appointed  at  the  level  of  Principal  Officer,  are  likely  to  be 
many  and  various.  In  none  of  the  nine  Authorities  considered 
here  was  the  advisory  brief  of  the  Principal  Officer  confined 
to  visual  handicap,  or  even  to  the  broader  field  of  sensory 
handicap.  In  three  Social  Services  Departments,  the  relevant 
Principal  Officer  was  expected  to  advise  all  levels  of  Social 
Services  staff  upon  sensory  and  physical  handicap;  in  three 
other  Authorities  the  Principal  Officer's  sphere  of  interest 
extended  further  to  include  mental  handicap.  In  two  more 
Authorities,  advice  on  services  to  the  elderly  was  also 
added  to  the  growing  list  of  responsibilities  assigned  to 

the  Principal  Officer,  and  in  one  of  these  Authorities  the 
Principal  Officer's  advisory  functions  ranged  over  the  needs 
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of  five  client  groups:  the  elderly,  the  physically  handicapped, 
those  with  sensory  handicaps,  the  mentally  handicapped  and  the 
mentally  ill.  It  is  not  unreasonable  to  infer  that  the  wider  a 
Principal  Officer's  advisory  brief  becomes,  the  more  dilute  his 
influence  upon  services  to  one  particular  client  group,  such  as 
the  visually  handicapped,  is  likely  to  be.  The  low  priority 
accorded  to  the  needs  of  visually  handicapped  people  by  senior 
Social  Services  Department  management  is  discussed  further  in 
paragraphs  7.16-7.21. 

6.21  In  the  course  of  discussions  with  a number  of  Principal  Officers 
in  Authorities  with  locally  based  specialist  services,  it 
transpired  that  their  power  to  influence  the  quality  of 
services  received  by  visually  handicapped  people  was  restricted 
as  much  by  the  resistance  of  senior  officers  at  area  level  as 

by  the  breadth  of  their  advisory  duties.  In  Social  Services 
Departments  where  considerable  autonomy  existed  at  area  level, 
the  activities  of  the  Principal  Officer  tended  to  be  regarded 
by  Area  Directors  or  their  equivalent  as  an  intrusion  into 
their  own  sphere  of  responsibility. 

6.22  Problems  of  demarcation  between  executive  and  advisory 
officers  were  considerably  less  likely  to  beset  the  monitoring 
and  development  of  services  to  the  visually  handicapped  in 
Authorities  with  a centrally  based  specialist  resource.  In 
eight  of  the  ten  Social  Services  Departments  adopting  this 
method  of  organisation,  the  functions  of  co-ordinator  and 
advocate  of  services  to  the  visually  handicapped  had  been 
combined  with  day  to  day  responsibility  for  the  management 

of  specialist  services  (D,  H,  K,  L,  M,  N,  Q,  R) . In  general, 
the  officer  assigned  these  functions  had  a more  limited  range 
of  responsibilities  than  a Principal  Officer  and  accordingly 
occupied  a position  one  step  lower  in  the  hierarchy  of  the 
Department.  Nevertheless,  it  was  apparent  that  the  location 
of  these  officers  at  a central  point  within  the  organisation 
of  Social  Services  Departments  provided  a focus  of  attention 
for  the  review  and  development  of  services  to  the  visually 
handicapped,  and  brought  senior  management  more  closely  into 
contact  with  the  realities  of  services  delivery  and  the  needs 
of  visually  handicapped  clients. 
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6.23  A demonstration  of  this  tendency  is  provided  by  the  correlation 
between  organisation  and  development  of  services  to  the  visually 
handicapped  found  amongst  the  sample  of  Local  Authorities 
considered  in  the  present  survey.  Development  activity  was 
either  in  progress  or  had  recently  been  completed  in  as  many  as 
eight  of  the  ten  Social  Services  Departments  organising  their 
specialist  services  to  the  visually  handicapped  as  a central 
resource.  By  contrast,  in  only  two  of  the  nine  Authorities 
with  locally  based  specialist  services  was  there  evidence  of 
development  in  the  Social  Services  Department's  provision  to 
blind  and  partially  sighted  people  (see  paragraph  7.15).  A 
further  correlation  exists  amongst  the  present  sample  of  Local 
Authorities  between  the  centralisation  of  specialist  services 
and  the  presentation  of  day  centre  rehabilitation  courses.  All 
but  one  of  the  six  Social  Services  Departments  providing  this 
service  organised  their  specialist  workers  in  visual  handicap  as 
a central  resource;  the  one  exception  being  a rural  Authority 
with  locally  based  specialists,  offering  a peripatetic  day 
centre  rehabilitation  service  (Authority  E) . 

6.24  In  terms  of  accessibility  of  service,  strength  of  professional 
support  and  supervision,  and  as  a means  of  providing  a focal 
point  for  the  management  and  development  of  services  to  the 
visually  handicapped,  the  central  model  of  service  delivery 
appears  to  have  compelling  advantages,  particularly  in  urban 
areas.  There  is  little  apparent  justification  for  locally  based 
services  in  urban  Authorities  if  the  distribution  of  specialists 
is  so  uneven  that  equal  access  to  their  services  throughout  the 
borough  cannot  be  assured. 

6.25  In  rural  Authorities,  there  can  be  no  doubt  that  geographical 
factors  compound  the  organisational  problems  of  providing  a 
specialist  service  to  a client  group  that  forms  only  a small 
minority  of  an  already  scattered  population.  The  location  of 
a specialist  worker  in  each  of  the  numerous  local  social  work 
teams  found  in  a large  rural  Authority  is  costly  in  terms  of 
manpower,  and  the  concentration  of  workers  for  the  visually 
handicapped  in  a centrally  based  team  may  offer  a more 
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efficient  means  of  husbanding  scarce  specialist  resources. 

Only  two  of  the  eight  county  Social  Services  Departments 
considered  in  the  present  survey  had,  however,  adopted 
this  solution,  and  in  one  instance  the  recently  established 
specialist  team  had  not  yet  become  fully  operational.  In 
both  these  Authorities,  the  centrally  based  specialists  were 
dependent  upon  locally  based  generic  social  work  teams  for 
referrals,  and  in  consequence  a specialist  assessment  would 
not  automatically  be  available  to  every  newly  referred  visually 
handicapped  person.  It  may  be  considered,  however,  that 
indirect  access  to  a centrally  based  specialist  team,  with 
the  capacity  at  least  to  monitor,  if  not  to  assess,  all  new 
referrals,  is  preferable  to  a situation  in  which  visually 
handicapped  people  living  in  large  rural  Authorities  with  an 
uneven  distribution  of  locally  based  specialists  have,  in 
practice,  very  limited  prospects  of  receiving  specialist 
attention  simply  because  of  their  location. 

.26  Further  examples  of  centrally  based  specialist  services  in 

county  Social  Services  Departments  would  need  to  be  considered 
before  the  viability  of  this  method  of  service  delivery  in 
rural  areas  can  by  fully  assessed.  Other  solutions  to  the 
operational  problems  of  providing  a specialist  service  to 
a scattered  population  not  encompassed  within  the  sample  of 
Local  Authorities  included  in  the  present  survey  should  also 
be  examined.  In  Nottinghamshire,  for  example,  specialist 
services  to  visually  handicapped  people  are  provided  by  three 
separate  specialist  teams  located  in  different  parts  of  the 
county.  Another  possible  solution,  under  consideration  as 
part  of  the  general  re-organisation  of  Social  Services 
Department  provision  in  one  of  the  rural  Authorities  taking 
part  in  the  survey,  was  that  specialists  in  visual  handicap 
should  operate  as  part  of  general  rehabilitation  teams  located 
in  each  of  the  county's  main  social  work  areas,  with 
responsibility  for  providing  services  to  all  groups  of 
handicapped  people. 
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SUMMARY 

i)  A designated  specialist  service  to  the  visually  handicapped  had 
been  established  in  seventeen  of  the  nineteen  Local  Authorities 
considered  in  the  survey.  (6. 1-6. 2) 

ii)  There  were  considerable  variations  in  specialist  staffing  levels 

amongst  the  sample  of  Local  Authorities.  Client : specialist 
ratios  ranged  from  146:1  to  987:1,  and  in  one  quarter  of  the 
Authorities  surveyed  the  ratio  of  visually  handicapped  clients 
to  specialist  staff  was  in  excess  of  800:1.  (6.3) 

iii)  Five  of  the  Local  Authorities  surveyed  did  not  employ  a Mobility 

Officer.  Elsewhere  amongst  the  sample,  the  ratio  of  registered 
blind  people  to  qualified  Mobility  Officers  ranged  from  208:1  to 
1,512:1.  Four  of  the  Social  Services  Departments  studied  had 
client :Mobility  Officer  ratios  in  excess  of  1,100:1.  (6. 4-6. 5) 

iv)  Two  basic  models  for  the  delivery  of  specialist  services  to  the 
visually  handicapped  were  adopted  amongst  the  Local  Authorities 
surveyed:  centralised  or  locally  based  services.  (6. 6-6. 8) 

v)  The  advantages  of  accessibility  afforded  by  locally  based 
services  were  too  often  negated  by  the  uneven  distribution 
of  specialist  staff.  (6.9-6.10)  Access  to  centrally  based 
specialist  services  could  be  undermined  by  dependence  upon 
referrals  made  by  generic  social  work  teams.  (6.11-6.12) 

vi)  Specialist  fieldworkers  based  in  local  generic  social  work  teams 
tended  to  be  affected  by  professional  isolation  and  lack  of 
informed  supervision.  These  problems  tended  to  be  obviated  by 
the  formation  of  centrally  based  specialist  teams.  (6.13-6.15) 
Further  evidence  suggested  that  effective  supervision  and 
managerial  control  of  services  to  the  visually  handicapped  was 
more  likely  to  be  found  in  conjunction  with  centralised  service 
delivery.  (6.16-6.17) 
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vii)  In  Authorities  with  locally  based  specialist  services,  the 
effectiveness  of  co-ordination  and  development  of  services 
to  the  visually  handicapped  at  senior  management  level  is 
diluted  by  the  absence  of  direct  operational  control  and 
diversity  of  responsibility.  (6.18-6.21)  In  Authorities 
with  centrally  based  specialist  services,  the  functions  of 
management,  co-ordination  and  advocacy  of  services  to  the 
visually  handicapped  were  usually  combined.  There  was 
evidence  of  a direct  correlation  between  the  adoption 

of  centralised  service  delivery  and  the  occurrence  of 
development  in  services  for  the  visually  handicapped. 
(6.22-6.23) 

viii)  The  centralisation  of  services  to  the  visually  handicapped 
appeared  to  have  considerable  advantages  in  urban  areas. 
Further  enquiry  into  the  effects  of  central  and  other  models 
of  service  delivery  would  be  desirable  in  relation  to  rural 
Authorities . 
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TABLE  6. A 


THE  RATIO  OF  MOBILITY  OFFICERS 

TO  REGISTERED  BLIND  PEOPLE 

Local  Authority 
Authority 

A 

Client :Mobility  Officer  Ratio 
786:1 

Authority 

B 

1120:1 

Authority 

C 

813:1 

Authority 

D 

628:1 

Authority 

E 

1512:1 

Authority 

H 

1279:1 

Authority 

I 

1161:1 

Authority 

J 

496:1 

Authority 

K 

641:1 

Authority 

N 

617:1 

Authority 

0 

484:1 

Authority 

Q 

671:1 

Authority 

R 

208:1 

Authority 

S 

681:1 

Local  Authority  with  no  Mobility  Officer  Registered  Blind 


Authority  F 

1434 

Authority  G 

297 

Authority  L 

491 

Authority  M 

546 

Authority  P 

329 

Client :Mobility  Officer  ratio  = number  of  registered  blind  1980 
(DHSS  published  statistics  A/F80/7)  to  the  number  of  Mobility  Officers 
employed  at  the  time  of  the  survey. 


THE  DEVELOPMENT  OF  LOCAL  AUTHORITY 


SOCIAL  REHABILITATION  PROVISION 


The  Commitment  to  Local  Services 


Undoubtedly  the  most  conspicuous  feature  of  discussions 
concerning  the  aims  and  attitudes  informing  Local  Authority 
policy  in  the  provision  of  social  rehabilitation  for  the 
visually  handicapped,  was  the  general  and  pervasive  assumption 
that  local  day  centre  and  domiciliary  services  were  preferable, 
in  the  great  majority  of  cases,  to  distant  residential  courses. 
Although  there  was  acknowledged  to  be  a continuing  need  for 
residential  rehabilitation  for  a minority  of  visually 
handicapped  people,  it  was  repeatedly  emphasised  that  the 
numbers  of  people  requiring  such  a service  were  estimated 
to  be  very  small  indeed.  The  only  significant  departure 
from  this  standard  view  occurred  in  one  rural  Authority  in 
the  north  of  England  (A) . Here  it  was  anticipated  that  more 
frequent  recourse  to  residential  rehabilitation  was  likely, 
since  approximately  25%  of  clients  lived  outside  the  range  of 
day  centre  services. 

The  consensus  in  favour  of  community  rehabilitation  services 
appeared  to  be  based  on  both  financial  and  ideological  grounds. 
On  the  one  hand,  there  was  genuine  belief  that  local  day  centre 
and  domiciliary  services  are  more  readily  adapted  to  individual 
needs,  are  less  disruptive  to  clients  in  both  practical  and 
psychological  terms,  and  are  actually  preferred  by  clients 
themselves.  The  response  of  visually  handicapped  people 
interviewed  in  the  third  phase  of  the  Study  Group's  survey 
clearly  substantiates  the  latter  claim  (see  paragraphs  4.14  - 
4.16  above) . 

It  was  also  apparent,  however,  that  the  attitudes  within  Social 
Services  Departments  to  the  provision  of  social  rehabilitation 
were  at  least  in  part  influenced  by  financial  considerations. 

It  was  generally  considered  that  the  expense  of  referring 


107 


a client  for  residential  rehabilitation  was  greater  than  the 
cost  of  providing  a rehabilitation  service  locally,  but  in  many 
instances  the  actual  costs  of  the  local  service  were  not  known. 
Only  five  Authorities  attempted  to  answer  questions  relating 
to  the  cost  of  its  rehabilitation  services  in  the  first  phase 
of  the  survey.  Three  Local  Authorities  (K,  Q,  R ) estimated 
the  per  capita  costs  of  a day  centre  based  rehabilitation 
service  at  E300-E400,  while  a Local  Authority  providing 
exclusively  domiciliary  rehabilitation  estimated  that  a single 
home  visit  would  cost  £14  in  staff  time  alone  (L) . Another 
Local  Authority,  emphasising  the  difficulties  of  estimating  the 
true  costs  of  providing  a rehabilitation  service  to  clients  with 
varying  levels  of  need,  estimated  that  the  per  capita  costs  of 
domiciliary  rehabilitation  could  range  from  as  little  as  £50  to 
£1,000  (H) . In  general,  it  appeared  easier  in  both  financial 
and  administrative  terms  for  an  Authority  to  absorb  the  cost  of 
a local  service  in  its  recurrent  expenditure,  than  to  allocate 
the  charges  for  residential  rehabilitation  to  a limited  budget 
shared  by  all  "out-county"  placements. 

7.4  The  difficulties  of  obtaining  finance  for  residential 

rehabilitation  formed  the  subject  of  some  dispute  amongst 
representatives  of  two  contrasting  Local  Authority  Social 
Services  Departments  (L  and  G) , one  rural  the  other  urban, 
which  both  had  a low  ratio  of  visually  handicapped  clients 
to  specialist  staff.  In  both  instances,  assurances  given 
by  a senior  officer  that  the  Authority  had  never  refused  an 
application  for  residential  rehabilitation  on  financial 
grounds,  gave  rise  to  protests  on  the  part  of  fieldworkers 
that  they  had  refrained  from  making  such  applications  because 
of  their  certainty  that  finance  would  not  be  forthcoming. 

In  the  fieldworkers'  view,  it  was  wrong  to  raise  false 
expectations  in  their  clients  by  offering  the  prospect  of  a 
service  which  they  believed  the  Authority  would  ultimately 
refuse  to  finance.  In  the  senior  officer's  view,  the  necessary 
budgetary  allocation  would  be  achieved  only  by  informing  Social 
Services  Department  management  of  the  full  extent  of  demand 
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for  residential  rehabilitation.  Although  the  conflicting  views 
of  fieldworkers  and  managers  were  not  irreconcilable,  it  was 
apparent  in  both  Authorities  that  visually  handicapped  people 
who  might  benefit  from  residential  rehabilitation,  had  not  been 
offered  the  opportunity  to  do  so. 

7.5  Illuminating  though  these  discussions  proved  to  be,  the 
reluctance  within  Social  Services  Departments  to  use  residential 
rehabilitation  did  not  rest  exclusively  or  even  primarily  on 
economic  considerations.  Only  six  of  the  Authorities  consulted 
(G,  J,  K,  L,  0,  S) , identified  financial  constraint  as  an 
obstacle  to  the  provision  of  residential  rehabilitation.  Twice 
as  many  Authorities,  however,  questioned  the  standard  of  service 
formerly  offered  by  RNIB  at  its  Clifton  Spinney  Centre,  and 
indicated  that  referrals  for  residential  rehabilitation  had 
been  limited  by  their  low  opinion  of  the  effectiveness  of 

this  service  (Authorities  A,  B,  C,  D,  G,  H,  I,  K,  M,  Q,  R,  S) . 
Suggestions  made  by  Social  Services  Department  representatives 
for  the  improvement  of  RNIB  rehabilitation  services,  and  their 
views  concerning  the  type  of  clients  likely  to  be  referred  for 
residential  rehabilitation  services  in  future,  are  treated 
further  in  Chapter  8 . 

7.6  Given  the  prevailing  belief  that  for  the  great  majority 
of  visually  handicapped  people  rehabilitation  services 

are  most  appropriately  provided  within  the  local  community, 
the  survey  identified  remarkably  little  evidence  of  current 
or  even  prospective  development  in  locally  based  rehabilitation 
services.  In  the  following  review,  every  effort  has  been  made 
to  include  all  aspects  of  Social  Services  Department  provision 
to  visually  handicapped  people  that  could,  in  the  broadest 
sense,  be  construed  as  developmental.  Programmes  for 
development  on  all  scales,  large  or  small,  have  been  taken  into 
consideration  as  well  as  proposals  that  had  only  reached  the 
early  stages  of  planning  and  discussion.  The  development 
activity  that  was  being  undertaken  or  contemplated  by  Local 
Authorities  can  be  divided  into  two  broad  categories:  firstly, 
development  within  the  organisation  of  services  to  the  visually 
handicapped,  usually  instigated  by  Social  Services  Department 
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management  as  a result  of  operational  difficulties;  secondly, 
development  in  the  provision  of  specific  services  to  visually 
handicapped  people,  invariably  initiated  by  specialist  field 
work  staff.  These  two  areas  will  be  treated  separately. 

Organisational  Development 

7.7  At  the  time  of  the  survey,  two  contrasting  Local  Authorities, 
one  rural  with  a high  client: staff  ratio,  the  other  urban 
with  a median  level  ratio  of  visually  handicapped  clients  to 
specialist  staff,  were  in  the  process  of  reorganising  their 
service  to  visually  handicapped  people  (H  and  Q) . In  the  rural 
Authority,  the  decision  had  been  taken  to  relocate  workers  in 
visual  handicap  in  a centrally  based  specialist  team,  which 
would  provide  rehabilitative  training  to  clients  referred  by 
generic  social  workers  in  all  parts  of  the  county.  In  the 
urban  Authority  (Q)  centralisation  of  specialist  staff  had 
taken  effect  some  years  previously,  and  at  the  time  of  the 
survey,  responsibility  for  the  initial  assessment  of  all  cases 
of  visual  impairment  was  being  transferred  from  locally  based 
generic  social  workers,  to  the  central  specialist  team. 

7.8  Organisational  development  was  the  subject  of  scrutiny  in 
two  further  Local  Authorities.  In  one  rural  Authority  in  the 
north  of  England  (F) , in  which  at  the  time  of  the  survey  there 
was  no  establishment  of  specialist  field  workers,  the  Social 
Services  Department  had  mounted  an  internal  enquiry  into  the 
future  of  services  to  visually  handicapped  people  in  the  county 
This  investigation  was  examining  issues  relating  to  the  numbers 
and  deployment  of  specialist  staff  required  to  serve  the  needs 
of  visually  handicapped  clients,  and  was  also  considering  the 
Social  Services  Department's  relationship  with  the  various 
voluntary  societies  for  the  blind  that  operate  within  the 
county's  boundaries.  In  the  southern  half  of  the  country, 
another  rural  Authority  (E)  was  considering  the  future 
deployment  of  its  specialist  field  workers  for  the  visually 
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handicapped  in  the  light  of  the  major  operational  reorganisation 
of  the  Social  Services  Department  that  had  recently  taken 
effect.  An  internal  enquiry  into  the  future  organisation  of 
services  to  the  visually  handicapped  was  expected  to  take  place 
in  this  Authority  during  the  course  of  1983/84. 

7.9  No  major  organisational  changes  in  services  to  the  visually 
handicapped  were  contemplated  in  any  other  participating 
Authority  at  the  time  of  the  survey,  although  in  some  Social 
Services  Departments  consideration  was  being  given  to  the 
numbers  and  training  of  specialist  staff  employed.  Three 
Local  Authorities  had  recently  determined  policies  concerning 
the  training  requirements  of  specialist  fieldwork  staff,  and 
a fourth  (D)  had  already  implemented  the  policy  of  employing 
only  dually  qualified  Mobility  Officer/Technical  Officers 
as  Rehabilitation  Officers  for  the  Visually  Handicapped. 

The  consensus  view  to  emerge  from  the  recently  formulated 
policies  of  the  three  other  Authorities  was  that  training  for 
workers  in  visual  handicap  should  combine  the  acquisition  of 
specialist  practical  skills  with  a more  broadly  based  social 
work  education.  In  one  rural  Authority  with  locally  based 
services  (A)  it  had  been  decided  that  posts  designated  Social 
Worker  for  the  Blind  should  in  future  be  filled  only  by  CQSW 
holders  with  additional  specialist  qualifications  in  visual 
handicap.  A comparable  policy  had  been  adopted  in  the  rural 
Authority  (H)  which  had  recently  centralised  its  specialist 
service  to  the  visually  handicapped.  In  that  Authority, 
however,  the  CSS  was  the  preferred  generic  social  work 
qualification  for  Rehabilitation  Officers.  In  both  these 
Authorities,  it  was  recognised  that  the  full  implementation 
of  such  a staff  training  policy  would  take  some  time  to 
achieve,  but  progress  was  being  made  by  a combined  process 
of  new  appointments  and  the  secondment  of  existing  staff  for 
further  training.  A similar  approach  was  being  adopted  by  a 
third  Authority,  a London  Borough  (R) , where  it  had  been  decided 
that  the  specialist  visual  handicap  team  should  consist  of  both 
qualified  social  workers  (CQSW)  with  additional  knowledge  and 
experience  of  visual  handicap,  and  specialist  Rehabilitation 
Officers,  dually  qualified  as  Mobility  Officer/Technical 
Officer . 


Ill 


7.10  Increases  in  the  establishment  of  specialist  fieldwork  staff 
had  recently  been  implemented  by  three  Authorities  at  the 
time  of  the  survey,  and  were  said  to  be  "under  consideration" 
by  seven  others.  It  is  worthy  of  note  that  two  of  the  three 
Authorities  who  increased  their  establishment  of  specialist 
staff  already  had  a low  ratio  of  visually  handicapped  clients 
to  specialist  workers.  One  of  these  Authorities,  a northern 
county  (A) , had  created  a third  Mobility  Officer  post,  while 
the  other,  a London  Borough  (R)  had  instituted  the  new  post  of 
Activities  Organiser  for  the  visually  handicapped  (see  paragraph 
7.13  below).  The  third  Authority  to  increase  its  establishment, 
a metropolitan  borough  (K) , had  reduced  its  ratio  of  clients 

to  specialists  from  a high  to  a median  rating  by  the  appointment 
of  a Mobility  Officer.  By  contrast,  in  six  of  the  seven 
Authorities  in  which  an  increase  in  specialist  establishment 
was  "under  consideration",  the  ratio  of  visually  handicapped 
clients  to  specialist  workers  was  high,  in  five  cases  over 
600:1  (C,  D,  F,  J,  M,  S;  the  seventh  Authority,  Q,  had  a 

median  clientrstaff  ratio).  In  two  of  these  Local  Authorities, 
submissions  advocating  an  increase  in  the  establishment  of 
specialist  workers  for  the  visually  handicapped  had  previously 
been  rejected  by  the  Social  Services  Committee  (J,  M) . 

Development  of  Services 

7.11  Despite  the  general  consensus  of  opinion  within  the  Local 
Authorities  surveyed  favouring  community  based  rehabilitation 
services,  only  four  of  the  thirteen  Local  Authorities  not 
already  providing  a day  centre  rehabilitation  service  were 
considering  doing  so,  and  in  no  instance  had  firm  proposals 
for  the  initiation  of  day  centre  rehabilitation  courses  been 
agreed.  In  one  metropolitan  borough  in  the  north  of  England 

(L)  specialist  workers  in  visual  handicap  and  hearing  impairment 
had  submitted  proposals  to  senior  management  for  the  development 
of  a special  day  centre  to  serve  as  a general  social  and 
rehabilitational  resource  for  all  those  affected  by  sensory 
handicap.  In  a London  Borough  (0) , consideration  was  being 
given  to  the  possibility  of  using  local  voluntary  society 
premises  as  a base  for  Social  Services  Department  staff  to 
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provide  courses  of  daily  living  skills  training.  Two  other 
Authorities  in  the  north  of  England,  one  rural  the  other  urban 
(A  and  M) , were  giving  thought  to  ways  in  which  an  existing 
day  centre  for  the  handicapped  could  be  used  to  provide  a 
rehabilitation  resource  for  people  with  seriously  impaired 
vision . 

7.12  All  four  proposals  for  the  development  of  a day  centre 
rehabilitation  service  were  at  an  early  stage  of  planning, 
but  in  two  other  Authorities,  innovative  programmes  of 
rehabilitation  had  already  been  developed  at  the  initiative 
of  specialist  field  workers.  In  one  urban  Authority  in  the 
north  of  England  (N)  co-operation  between  specialist  workers 
in  visual  handicap  and  instructors  from  a local  Adult  Training 
Centre  had  resulted  in  the  provision  of  special  rehabilitation 
and  training  courses  for  mentally  handicapped  people  affected 
by  sight  loss.  In  a London  Borough  (S) , the  resources  of  a 
Local  Authority  residential  home  for  the  elderly,  specialising 
in  short  stay  assessments  and  respite  care,  had  enabled  the 
specialist  worker  to  provide  local  residential  rehabilitation 
courses  for  several  elderly  visually  handicapped  clients, 

who  for  a variety  of  reasons  could  not  appropriately  receive 
rehabilitation  within  their  own  homes.  For  these  residential 
courses,  individual  rehabilitation  programmes  would  be  devised 
by  the  specialist  fieldworker,  while  much  of  the  day  to  day 
work  with  a client  would  be  carried  out  by  a key-worker  at  the 
residential  home  under  the  specialist's  supervision. 

7.13  Other  development  activity  identified  during  the  survey 
was  directed  primarily  towards  the  promotion  of  leisure 
opportunities  for  visually  handicapped  people.  In  one 
northern  borough  (L)  specialist  fieldworkers  had  been 
instrumental  in  establishing  a sports  and  recreations  club 
for  the  visually  handicapped,  and  in  another  (J)  a swimming 
club  and  a drama  society  had  been  set  up  by  the  specialist 
worker,  partly  in  her  own  time.  The  development  of  leisure 
opportunities  for  visually  handicapped  people  had  been  made 
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the  responsibility  of  a specially  appointed  Activities  Organiser 
in  one  London  Borough  (R) . The  role  of  this  Officer  was  to 
seek  out  activities  of  interest  either  to  individual  visually 
handicapped  people  or  to  groups,  and  to  ensure  that  visually 
handicapped  people  within  the  borough  were  able  to  attend  all 
local  and  national  functions  for  the  visually  handicapped  or 
deaf-blind.  The  aim  of  the  Activities  Organiser's  work  was  to 
initiate  activities  which  would  later  be  handed  over  either  to 
volunteers  or  visually  handicapped  people  to  run  themselves. 
Efforts  by  specialist  workers  to  promote  self-help  groups  in  a 
metropolitan  borough  in  the  north  of  England  (N)  had,  however, 
been  unsuccessful,  apparently  because  clients  had  not  proved 
willing  to  take  over  the  organisation  of  the  group  for 
themselves . 

7.14  It  should  be  emphasised  that  besides  the  one  partial  exception 
noted  in  the  paragraph  above,  account  has  been  taken  only  of 
development  activity  planned  and  implemented  by  Local  Authority 
specialist  fieldworkers  as  part  of  their  paid  employment.  If 
reference  were  to  be  included  to  every  instance  of  voluntary 
involvement  in  the  welfare  of  visually  handicapped  people 
undertaken  by  specialists  in  their  own  time,  the  length  of 

the  report  would  undoubtedly  be  significantly  extended. 

7.15  The  extent  of  development  activity  identified  during  the  course 
of  the  survey  may  be  summarised  as  follows: 

Two  Local  Authorities  were  in  the  process  of  restructuring 
their  specialist  services.  (H,  Q) 

Two  were  considering  the  reorganisation  of  specialist 
services.  (F,  E) 

Four  Local  Authorities  had  established  training  requirements 
for  specialists  in  visual  handicap.  (A,  D,  H,  R) 

Three  Local  Authorities  had  recently  increased  their 
establishment  of  specialist  staff.  (A,  K,  R) 
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Seven  Local  Authorities  were  considering  an  increase  in 
establishment  of  specialist  staff.  (C,  D,  F , J,  M,  Q,  S) 

Four  Local  Authorities  were  considering  the  development  of 
day  centre  rehabilitation.  (A,  L,  M,  0) 

Fieldworkers  in  two  Local  Authorities  had  developed 
innovative  rehabilitation  programmes.  (N,  S) 

Fieldworkers  in  four  Local  Authorities  had  initiated  the 
development  of  leisure  opportunities  for  visually 
handicapped  people.  (J,  L,  N,  R) 

Four  Local  Authorities  reported  no  current  or  prospective 
development  activity  in  the  field  of  services  to  the 
visually  handicapped  (B,  G,  I,  P) . 

Enumerated  in  this  way,  the  list  of  developments  under  way  in 
Local  Authority  Social  Services  Departments  appears  lengthy. 
Viewed  collectively,  however,  as  a sample  of  development 
activity  nationally,  its  contents  cannot  be  regarded  as 
impressive.  The  evidence  assembled  in  the  course  of  the 
survey  contains  little  suggestion  that  any  marked  improvement 
in  the  availability  of  rehabilitation  services  will  occur  in 
the  near  future.  Indeed,  there  is  some  suggestion  that  in  the 
short  term  the  degree  of  disparity  between  the  services  offered 
by  one  Authority  and  another  may  increase  - the  tendency  being 
for  Authorities  with  good  or  moderately  good  specialist  services 
to  be  more  likely  to  improve  their  provision  further. 

Local  Authority  Services  to  the  Visually  Handicapped  - A 
Question  of  Priorities 


.16  During  the  course  of  the  survey  the  two  factors  most  commonly 
adduced  by  Local  Authority  representatives  to  explain  the 
lack  of  development  in  services  for  the  visually  handicapped 
were  on  the  one  hand  economic  constraint,  and  on  the  other,  the 
low  priority  accorded  to  the  needs  of  the  visually  handicapped 
by  senior  Social  Services  Department  management.  Notably,  the 
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more  frequently  cited  reason  was  the  latter:  on  eight  occasions 
as  opposed  to  six.  (Low  priority:  Authorities  B , D,  G,  I,  J, 

K , L , S.  Economic  constraint:  G,  J,  K,  L,  M,  Q.)  The  financial 
plight  of  many  Local  Authorities,  and  the  impediments  which 
economic  constraints  place  upon  social  services  planning  are 
too  well  documented,  for  example  in  the  reports  of  the  ADSS 
Annual  Surveys,  to  require  further  comment  here.*  What  is 
noteworthy  in  the  context  of  the  present  enquiry,  is  that  a 
sizeable  proportion  of  fieldworkers  and  Principal  Officers 
concerned  with  the  provision  of  services  to  the  visually 
handicapped,  do  not  believe  that  senior  Social  Services 
Department  management  attach  a sufficiently  high  priority 
to  the  special  needs  of  these  clients.  Further  evidence  in 
support  of  this  contention  is  the  fact  that  none  of  the 
nineteen  Local  Authorities  taking  part  in  the  survey  had 
formulated  an  official  statement  of  its  policy  toward  the 
provision  of  rehabilitation  services  to  the  visually 
handicapped.  Moreover,  only  three  Authorities  had  within 
the  seven  years  prior  to  the  survey  taken  direct  action  to 
investigate  the  needs  of  the  visually  handicapped  as  a 
client  group,  beyond  the  statutory  maintenance  of  registers. 
These  three  Authorities  had  carried  out  surveys  specifically 
designed  to  ascertain  the  extent  of  need  amongst  visually 
handicapped  people  in  the  community,  but  in  only  one  case  had 
such  an  enquiry  resulted  in  an  improvement  of  services  - the 
introduction  of  day  centre  rehabilitation  (Authority  N) . In 
another  Authority  (S) , the  results  of  surveys  carried  out  on 
the  initiative  of  the  specialist  worker,  were  still  "under 
consideration"  by  senior  Social  Services  Department  management, 
while  in  the  third  (Authority  D) , the  findings  of  the  survey 
drew  attention  to  levels  of  need  too  great  to  be  met,  and  in 
consequence  the  report  was  shelved  without  any  action  being 
taken  on  its  recommendations. 


* 


Association  of  Directors  of  Social  Services,  Report  of  the  Fifth 
Survey  of  Personal  Social  Services  Expenditure,  Staffing  and 
Activities , December  1983. 
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7.17  The  low  priority  evidently  attached  to  specialist  services  for 

the  visually  handicapped  in  the  policy  making  of  Social  Services 
Departments  appears  to  derive  from  four  principal  factors: 

the  content  of  professional  training  for  both  generic 
social  workers  and  specialists  in  visual  handicap 

the  effect  of  management  structures  within  Social 
Services  Departments 

the  absence  of  firm  and  effective  legislation  governing 
the  provision  of  services  to  the  visually  handicapped 

the  lack  of  effective  advocacy  on  behalf  of  visually 
handicapped  people. 


7.18  The  effects  of  the  first  two  factors  are  clearly  inter-related, 
creating  a situation  in  which  those  who  decide  and  influence 
policy  making  within  Social  Services  Departments  frequently  have 
little  or  no  knowledge  or  experience  of  the  needs  of  visually 
handicapped  people,  while  near  the  bottom  of  the  social  work 
hierarchy,  those  who  do  have  the  necessary  practical  expertise 
and  understanding,  lack  both  the  time  and  training  to  formulate 
arguments  which  might  sway  the  opinion  of  their  seniors.  As 
the  findings  of  the  present  survey  illustrate  (see  paragraph 
6.19-6.21),  attempts  to  represent  the  interests  of  the  visually 
handicapped  at  a higher  level  within  the  organisation  of  a 
Social  Services  Department,  tend  to  prove  ineffective,  either 
because  the  senior  officer  assigned  the  role  of  co-ordinating 
and  monitoring  services  for  the  visually  handicapped  has 
responsibilities  which  are  too  many  and  too  varied,  or  else 
because  his  role  is  restricted  to  that  of  "adviser"  only,  with 
no  direct  managerial  responsibilities  and  often  limited  power  to 
influence  operational  management. 
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7.19  The  third  factor,  that  of  the  absence  of  firm  and  effective 
legislation  relating  to  the  standards  of  service  to  be  provided 
to  visually  handicapped  people,  was  an  issue  raised  in  a number 
of  Local  Authorities  consulted  in  the  survey.  Senior  officers 
in  three  Local  Authorities  and  a team  leader  in  a fourth  (C,  H, 
J,  Q)  maintained  the  view  that  a Social  Services  Department  as 
an  organisation  will  respond  effectively  only  to  mandatory 
requirements  for  service.  The  predominant  status  of  child  care 
work  within  Social  Services  Departments  was  the  classic  example 
of  this  point,  but  in  two  Local  Authorities  attention  was  drawn 
to  the  dramatic  increase  in  the  Social  Services  Department's 
activity  in  the  field  of  mental  health  that  had  occurred  as  a 
result  of  the  1983  Mental  Health  Act.  In  the  view  of  all  these 
officers,  firm  statutory  regulation  was  required  to  ensure  that 
minimum  standards  of  service  were  observed. 

7.20  A fourth  factor  which  contributes  to  the  low  priority 
accorded  to  the  visually  handicapped  in  terms  of  Social 
Services  Department's  policy,  concerns  a perceived  lack 

of  effective  advocacy  on  behalf  of  people  disabled  by  sight 
loss.  In  twelve  of  the  nineteen  Local  Authorities  included 
in  the  survey.  Social  Services  Department  representatives 
considered  that  RNIB  should  more  active  in  promoting  interests 
of  visually  handicapped  people  and  in  attempting  to  safeguard 
the  standards  of  social  services  available  to  them.  Without  the 
strenuous  activity  of  a dynamic  pressure  group  at  local  as  well 
as  national  level,  it  was  argued,  the  special  interests  of  so 
small  and  relatively  undemanding  a client  group  could  too  easily 
be  overlooked  amidst  the  many  and  varied  claims  being  made  upon 
the  attention  of  senior  Social  Services  Department  management. 

7.21  Perhaps  the  most  positive  feature  to  emerge  from  the  enquiry 
into  the  aims  of  Local  Authority  provision,  was  the  readiness 
with  which  many  Social  Services  Department  representatives 
indicated  that  they  would  welcome  advice  and  guidance  of  the 
improvement  of  their  services  to  visually  handicapped  people. 

The  views  expressed  within  Local  Authority  Social  Services 
Departments  on  the  role  which  RNIB  might  play  in  this  context 
are  discussed  further  in  Chapter  8. 
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SUMMARY 


i)  Representatives  of  Local  Authority  Social  Services  Departments 
favour  local  domiciliary  and  day  centre  rehabilitation  services, 
both  on  financial  grounds  and  in  the  belief  that  this  form  of 
service  is  better  adapted  to  the  needs  of  visually  handicapped 
people.  Negative  attitudes  within  Social  Services  Departments 
to  residential  rehabilitation  had  also  been  reinforced  by  their 
experience  of  the  service  formerly  offered  by  RNIB  at  Clifton 
Spinney.  (7. 1-7. 5) 

ii)  The  commitment  to  locally  based  rehabilitation  expressed  by 
Social  Services  Departments,  did  not  appear  to  be  matched  by 
an  appropriately  high  level  of  development  in  this  field. 

The  evidence  for  current  and  prospective  initiatives  in 

the  development  of  Local  Authority  provision  for  visually 
handicapped  people  is  catalogued  under  two  headings: 
organisational  development  and  development  of  services. 
(7.6-7.15) 

iii)  The  relative  paucity  of  development  in  Local  Authority  services 
to  visually  handicapped  people  was  explained  partly  by  economic 
constraint,  but  also,  and  more  frequently,  by  the  low  priority 
accorded  to  the  needs  of  visually  handicapped  people  within 
Social  Services  Departments.  (7.16) 

iv)  Four  factors  emerged  from  discussions  with  Social  Services 
Department  representatives  to  account  for  the  low  priority 
attached  to  specialist  services  for  the  visually  handicapped: 

The  content  of  professional  training  for  both  generic 
social  workers  and  specialists  in  visual  handicap. 

The  effect  of  management  structures  within  Social  Services 
Departments.  (7.17-7.18) 
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The  absence  of  firm  and  effective  legislation  governing  the 
provision  of  services  to  the  visually  handicapped.  (7.19) 

The  lack  of  effective  advocacy  on  behalf  of  the  visually 
handicapped  people.  (7.20-7.21) 
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8 . THE  ROLE  OF  RNIB  IN  THE  FUTURE  OF  SOCIAL  REHABILITATION 

8.1  The  views  expressed  within  the  Local  Authorities  participating 
in  the  survey  concerning  the  RNIB's  future  role  in  the  provision 
of  social  rehabilitation  for  visually  handicapped  people,  were 
clearly  conditioned  by  two  major  factors:  firstly,  by  the 
general  assumption  (discussed  in  paragraphs  7. 1-7. 2 above) 

that  day  centre  and  domiciliary  services  are  preferable  in 
the  vast  majority  of  cases  to  residential  rehabilitation  and, 
secondly,  by  existing  perceptions  of  RNIB. 

Perceptions  of  RNIB  within  Local  Authority  Social  Services 
Departments 

8.2  Before  commenting  on  RNIB's  rehabilitation  services, 
representatives  of  seven  Local  Authorities  drew  attention 
to  the  remote  and  old-fashioned  image  they  believed  to  be 
generally  associated  with  the  Institute.  In  three  instances, 
RNIB  was  specifically  criticised  for  being  too  conservative 
in  its  outlook  (Authorities  D,  G,  0) , with  one  senior  officer 
expressing  the  view  that  RNIB  was  still  identified  with  the 
out-moded  image  of  charity  as  "the  lady  from  the  big  house  in 
the  big  hat".  In  six  Local  Authorities  (A,  C,  D,  G,  M,  N) , 
both  senior  officers  and  fieldwork  staff  believed  RNIB  to 

be  too  remote,  not  simply  as  a result  of  geography,  but 
rather  in  terms  of  the  quality  of  perception,  attitude  and 
communication  emanating  from  RNIB  itself.  Officers  in  three 
of  these  Authorities  (A,  C,  G)  were  particularly  critical  of 
what  they  considered  to  be  RNIB's  failure  actively  to  advertise 
and  promote  its  services. 

8.3  The  RNIB's  involvement  in  the  provision  of  social  rehabilitation 
had  evidently  commanded  little  attention  in  some  Local 
Authorities,  and  even  less  respect  in  many  others.  Officers 

in  five  Local  Authorities  commented  that  they  had  always 
considered  RNIB  more  as  a kind  of  "specialist  shopkeeper" 
than  as  an  agency  for  the  provision  of  rehabilitation.  In 
two  of  these  five  cases,  moreover,  RNIB  was  not  felt  to  be 
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performing  its  role  of  "shopkeeper"  adequately  (Authorities  C, 

N,  D,  R,  S) . Those  Local  Authority  officers  who  did  have 
a clearer  perception  of  RNIB's  involvement  in  social 
rehabilitation,  were  predominantly  critical  of  the  service 
which  the  Institute  provided.  In  twelve  of  the  Local 
Authorities  consulted,  all  with  experience  of  referring 
clients  to  Clifton  Spinney  within  recent  years,  officials 
questioned  the  standards  of  the  service  that  had  been  offered 
by  RNIB  at  that  Centre,  and  criticised  the  poor  range  of 
facilities  that  had  been  available  there.* 

8.4  There  can  be  little  doubt  from  the  views  expressed  within  Local 
Authorities  that  changes  and  improvements  in  RNIB's  provision 
of  residential  social  rehabilitation  would  stimulate  demand  for 
this  service.  During  the  course  of  discussions.  Local  Authority 
representatives  made  plain  their  opinions  on  the  type  of 
improvements  which  needed  to  be  made. 

The  Need  for  Flexible  Residential  Rehabilitation  Courses 

8.5  It  was  generally  considered  that  of  paramount  importance  was 
the  need  for  a rehabilitation  programme  that  responded  flexibly 
to  the  individual  requirements  of  each  client.  It  was  apparent 
that  Social  Services  Department  representatives  believed, 
whether  rightly  or  wrongly,  that  their  own  domiciliary  and 

day  centre  services  were  based  upon  the  assessment  of  individual 
needs.  In  consequence,  therefore,  standardisation  in  either  the 
length  or  content  of  the  social  rehabilitation  courses  offered 
by  RNIB  was  unacceptable  to  them.  The  fixed  length  and  standard 
timetable  of  the  rehabilitation  course  formerly  offered  at 
Clifton  Spinney  was  the  source  of  considerable  dissatisfaction. 
Staff  in  seven  Local  Authorities  drew  particular  attention  to 


It  should  be  noted  that  the  comments  and  criticism  voiced  by 
Local  Authority  representatives  did  not  relate  to  the  social 
rehabilitation  course  offered  at  RNIB  Manor  House,  which  had 
only  very  recently  been  introduced  at  the  time  of  the  survey, 
following  the  closure  of  RNIB  Clifton  Spinney  in  March  1983. 
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the  need  for  shorter  residential  courses,  of  no  more  than  2-3 
weeks  duration,  which  would  provide  their  clients  with  an 
opportunity  to  concentrate  their  efforts  on  perhaps  only  one 
or  two  topics  (Authorities  A,  C,  I,  0,  Q,  R,  S) . It  was  pointed 
out  that  shorter  courses  of  this  kind  would  be  more  attractive 
to  visually  handicapped  people  themselves,  who  had  very  often 
been  unwilling  to  leave  their  homes  for  as  long  a period  as  the 
three  months  required  at  Clifton  Spinney.  It  was  acknowledged 
furthermore,  that  shorter  residential  courses  should  prove 
easier  to  finance  from  the  point  of  view  of  the  Social  Services 
Department . 

8.6  In  emphasising  the  need  for  shorter  more  flexible  residential 
rehabilitation  courses,  representatives  of  two  Social 
Services  Departments  (C,  S) , advocated  the  introduction  of 
short  holiday-type  courses,  comparable  to  a study-holiday, 

in  which  the  pursuit  of  particular  interests  in  a pleasant 
environment  and  relaxed  atmosphere  could  also  provide  the 
opportunity  for  some  informal  rehabilitative  training. 

Although  such  a proposal  was  generally  considered  to  be 
attractive,  officials  in  other  Social  Services  Departments 
were  doubtful  whether  Local  Authority  finance  would  be 
forthcoming  to  meet  the  cost  of  this  kind  of  holiday  course. 

Pre-Assessment  and  Follow-Up  for  Residential  Rehabilitation 

8.7  The  provision  of  flexible  residential  rehabilitation  courses, 
individually  tailored  to  meet  the  particular  needs  of  each 
client,  presupposes  a clear  and  thorough  assessment  of  a 
visually  handicapped  person's  rehabilitative  needs  before 
his  arrival  at  the  residential  centre.  The  importance  of 
adequate  fieldwork  assessments  to  the  successful  outcome  of 
rehabilitation  could  not  be  over-emphasised  by  one  senior 
specialist  in  visual  handicap  (Authority  R) , and  representatives 
of  a majority  of  Local  Authorities  believed  it  to  be  essential 
for  the  RN IB's  residential  Rehabilitation  Centre  to  maintain  a 
closer  and  more  effective  liaison  with  Local  Authority  social 
workers  in  order  to  ensure  the  matching  of  client  need  to  course 
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content  (Authorities  A,  C,  D,  F,  G,  H,  J,  K,  L,  M,  0,  Q,  R,  S ). 

A senior  specialist  in  visual  handicap  in  one  Local  Authority 
(Q) , considered  that  one  of  the  major  weaknesses  of  RNIB's 
rehabilitation  service  in  the  past  had  lain  in  the  inexact 
nature  of  this  matching  process.  Instead  of  general  aims  and 
standardised  courses,  an  individually  designed  rehabilitation 
programme  should  be  drawn  up,  based  upon  a clear  definition 
of  the  client's  aims  and  wishes  in  undertaking  the  course, 
as  well  as  on  a precise  statement  of  the  goals  considered 
feasible  by  the  referring  social  worker.  It  would  then  be 
the  responsibility  of  the  referring  Local  Authority  to  monitor 
the  client's  progress  during  his  course,  in  order  to  ensure 
that  the  service  provided  did  indeed  match  the  client's 
need.  Finally,  it  would  remain  the  responsibility  of  the 
Rehabilitation  Centre,  by  means  of  a full  analysis  of  the 
client's  progress  towards  the  goals  originally  determined, 
to  ensure  that  the  Local  Authority  was  aware  of  any 
continuing  need  for  support  or  training  that  the  client 
may  have . 

8.8  As  these  comments  indicate,  the  issue  of  pre-assessment  for 

residential  rehabilitation,  is  closely  related  to  the  problems 
of  providing  adequate  and  appropriate  follow-up  services. 

Many  Social  Services  Department  representatives  expressed 
concern  over  the  need  to  promote  greater  continuity  in  the 
rehabilitation  process  and  thereby  ensure  that  clients  were 
able  to  sustain  progress  they  had  achieved  at  the  residential 
centre.  In  twelve  of  the  nineteen  Local  Authorities  taking 
part  in  the  survey,  the  view  was  maintained  that  RNIB's  social 
rehabilitation  service  should  be  more  active  in  ensuring  that 
adequate  pre-assessment  and  follow-up  services  were  provided  for 
all  visually  handicapped  people  undertaking  residential  social 
rehabilitation  (Authorities  A,  D,  F,  G,  J,  K,  L,  M,  0,  Q,  R,  S) . 

A proposal  that  this  function  should  be  assigned  to  a team  of 
peripatetic  Rehabilitation  Consultants  employed  by  RNIB,  was 
approved  within  all  these  Authorities,  and  in  the  majority  of 
instances  gained  warm  and  positive  support.  In  three  Local 
Authorities  (A,  J,  M)  senior  officers  expressed  the  opinion  that 
the  advocacy  of  an  RNIB  consultant  would  lend  weight  to  arguments 
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for  the  need  for  residential  rehabilitation  in  individual 
cases,  and  would  thus  ease  the  difficulties  in  obtaining  Local 
Authority  finance.  In  only  two  Local  Authorities  were  Social 
Services  Department  representatives  opposed  to  the  proposition 
that  RNIB  should  provide  peripatetic  Rehabilitation  Consultants 
to  ensure  effective  pre-assessment  and  follow-up  services  for 
residential  social  rehabilitation  (Authorities  C,  H) . In 
both  these  Authorities,  senior  officers  considered  that 
the  appointment  of  RNIB  Rehabilitation  Consultants  would 
be  a retrograde  step,  counter-productive  in  promoting  the 
interests  of  visually  handicapped  people  within  Social  Services 
Departments.  Both  senior  officers  drew  comparison  with  RNIB's 
Education  Advisory  Service,  for  despite  the  high  regard  in 
whi/ch  they  held  the  professional  standards  of  that  service, 
they  considered  that  its  existence  served  to  inhibit  the 
development  of  the  Local  Authorities'  own  provision  in  that 
field  - the  philosophy  within  Local  Authorities  being  that 
there  was  no  need  to  develop  a service  locally  when  RNIB  could 
be  relied  upon  instead. 

.9  Variation  in  the  nature  and  extent  of  the  role  envisaged 

for  the  rehabilitation  consultant  tended  to  reflect  the  level 
of  specialist  service  available  within  the  Local  Authorities. 

In  those  Authorities  with  greater  numbers  of  specialist  staff 
it  was  anticipated  that  an  RNIB  Rehabilitation  Consultant 
would  be  concerned  primarily  with  the  promotion  of  effective 
liaison  and  with  the  provision  of  professional  support  to 
Local  Authority  specialists  working  in  the  field.  In  Local 
Authorities  with  more  limited  numbers  of  specialists  in  visual 
handicap,  however,  the  need  was  foreseen  for  a Rehabilitation 
Consultant  to  become  directly  involved  in  the  provision  of 
rehabilitation  services  to  their  clients.  In  one  Local 
Authority  (D)  a senior  officer  made  it  clear  that  the 
involvement  of  a Rehabilitation  Consultant  would  be  welcome 
only  if  the  RNIB  assumed  responsibility  for  carrying  through 
an  entire  programme  of  rehabilitation,  from  pre-assessment 
through  to  follow-up.  In  no  other  Local  Authority,  however, 
was  it  apparent  that  the  prospect  of  active  co-operation  between 
an  RNIB  Consultant  and  a Local  Authority  fieldworker  was 
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unacceptable.  Nevertheless,  it  was  clearly  expected  that 
the  precise  definition  of  the  duties  to  be  undertaken  by  a 
peripatetic  consultant  would  need  to  form  the  subject  of 
detailed  consultation  between  RNIB  and  individual  Local 
Authorities . 

Liaison 


8.10  The  development  of  effective  liaison  between  Local  Authority 

Social  Services  Departments  and  the  RNIB  Rehabilitation  Centre 
during,  as  well  as  before  and  after  a client's  course,  was 
also  considered  to  be  a key  issue  in  eight  of  the  nineteen 
Authorities  participating  in  the  survey  (Authorities  C,  D,  G, 

H,  J,  K,  R,  Q) . In  many  instances  both  fieldworkers  and 
specialist  officers  maintained  that  written  applications, 
reports,  and  even  telephone  conversations  were  not  in  themselves 
sufficient  to  ensure  the  necessary  close  liaison  between  the 
Rehabilitation  Centre  and  local  Social  Services  Departments. 
Representatives  of  five  Local  Authorities  believed  there 
should  be  greater  opportunity  for  Social  Services  Department 
fieldworkers  to  visit  the  RNIB's  Rehabilitation  Centre,  both 
in  order  to  increase  their  general  understanding  of  the  service 
provided  there,  and  to  monitor  the  progress  of  particular 
individual  clients.  In  one  Authority  (H)  it  was  maintained 
that  a prospective  client  should  have  the  opportunity  to  visit 
the  Rehabilitation  Centre  in  the  company  of  his  social  worker 
and  an  appropriate  family  member  before  a decision  on  the 
suitability  of  the  placement  was  finally  made.  In  two  other 
Local  Authorities  (Q,  R)  it  was  considered  that  social  workers 
should  visit  the  Rehabilitation  Centre  at  least  once  during 
their  client's  rehabilitation  course,  perhaps  at  an  interim 
report  stage,  in  order  to  monitor  the  client's  progress  and 
ensure  that  the  course  corresponded  to  his  needs.  Other  Local 
Authorities'  staff,  though  in  agreement  with  the  principle  of 
these  proposals,  were  less  confident  that  the  limited  financial 
and  manpower  resources  of  their  Social  Services  Departments 
would  permit  such  visits  to  be  made. 
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Family  Involvement  in  Residential  Rehabilitation 

8.11  Financial  considerations  also  appeared  to  constrain  the  views 
held  within  Local  Authorities  on  the  desirability  of  family 
participation  in  residential  rehabilitation.  The  practical 
and  emotional  problems  caused  by  the  separation  of  recently 
visually  handicapped  people  from  their  families,  was  generally 
considered  to  represent  one  of  the  principal  disadvantages  of 
residential  rehabilitation.  Difficulties  were  thought  to  be 
particularly  acute  in  cases  where  the  family  had  adopted  an 
over-protective  stance  towards  its  visually  handicapped  member, 
when  it  was  acknowledged  that  a great  deal  of  work  with  the 
family  could  be  necessary  to  ensure  that  the  client's  progress 
towards  independence  would  not  be  stifled.  The  benefits  to 

be  derived  from  enabling  one  or  more  members  of  a visually 
handicapped  person's  family  to  visit  the  Rehabilitation  Centre 
and  witness  for  themselves  the  level  of  independence  which  could 
be  achieved,  were  generally  acknowledged.  Only  in  the  two 
Authorities  nearest  the  RNIB ' s Rehabilitation  Centre  in  Torquay 
were  Social  Services  Department  representatives  prepared  to  lend 
positive  support  for  future  family  involvement  in  residential 
rehabilitation  courses.  On  the  understanding  that  RNIB's  social 
rehabilitation  facility  would  in  future  be  located  in  the  Torbay 
area,  representatives  of  other  Social  Services  Departments  were 
doubtful  that  their  Local  Authority  would  underwrite  the  travel 
and  subsistence  expenses  of  family  members  wishing  to  visit  the 
Centre,  and  some  suggested  that  RNIB  should  itself  assume 
financial  responsibility  in  this  area. 

8.12  Additional  proposals  for  the  improvement  of  RNIB's  residential 
social  rehabilitation  service  included  the  suggestion  that 
course  content  should  incorporate  greater  emphasis  upon  the  use 
of  residual  vision  (Authority  0) , and  that  more  should  be  done 
to  cater  for  the  emotional  as  well  as  the  practical  needs  of 
visually  handicapped  people  (Authorities  C,  G,  Q) . Particular 
attention  was  drawn  in  one  Authority  (R)  to  the  need  for  RNIB 
to  conduct  regular  monitoring  of  its  rehabilitation  provision 
in  order  to  ensure  that  its  methods  had  not  become  outdated, 

and  that  its  quality  of  service  was  maintained  at  a consistently 
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high  standard.  The  view  that  RNIB  had  failed  to  maintain  such 
scrutiny  in  the  past  was  common  to  the  twelve  Local  Authorities 
who  criticised  the  standards  of  the  course  formerly  offered  at 
Clifton  Spinney. 

Future  Referrals  for  Residential  Social  Rehabilitation 


8.13  Despite  these  reservations,  and  despite  the  general 

commitment  to  local  day  centre  and  domiciliary  rehabilitation, 
representatives  of  fifteen  of  the  Local  Authorities  surveyed 
were  prepared  to  acknowledge  that  there  would  be  a continuing 
need  for  residential  social  rehabilitation,  albeit  only  in  a 
very  few  cases.  The  number  of  people  thought  likely  to  be 
referred  for  residential  rehabilitation  in  the  future  was 
limited  by  two  major  factors.  In  the  first  place,  Local 
Authority  staff  did  not  believe  residential  rehabilitation  to 
be  appropriate  for  the  great  majority  of  visually  handicapped 
people.  In  the  main.  Social  Services  Department  representatives 
were  reluctant  to  identify  precisely  the  type  of  client  they 
considered  would  be  likely  to  attend  residential  rehabilitation. 
It  was  repeatedly  emphasised  that  a variety  of  considerations 
would  need  to  be  taken  into  account  in  any  one  case,  and  that 
rarely  would  a single  factor  determine  the  need  for  a 
residential  placement.  Staff  in  three  Local  Authorities  (C, 

D,  G)  took  particular  pains  to  emphasise  that  there  would  be 
no  recourse  to  residential  rehabilitation  unless  it  were 
apparent  that  the  Social  Services  Department  could  not  meet 
the  client's  needs  locally.  The  following  factors  were  however 
identified  as  significant  by  Local  Authority  representatives: 

over-protection  of  the  visually  handicapped  person 
by  parents  or  other  family  members  (considered 
significant  in  12  Local  Authorities) 

the  existence  of  difficult  family  circumstances, 
material  or  emotional,  likely  to  impede  the  visually 
handicapped  person's  progress  (8  Local  Authorities) 


the  presence  of  additional  handicap  (8  Local  Authorities) 
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the  fact  that  the  visually  handicapped  person  lived 
alone  (6  Local  Authorities) 

the  appropriateness  of  a period  of  intensive  training 
(6  Local  Authorities) 

the  fact  that  the  visually  handicapped  person  was 
perceived  to  have  a difficult  temperament  or  particular 
problems  in  learning  new  skills  (4  Local  Authorities) 

sudden  occurrence  of  sight  loss  (2  Local  Authorities) . 

.14  In  addition,  there  was  clear  evidence  from  six  Authorities,  that 
whatever  the  circumstances,  younger  visually  handicapped  people 
were  more  likely  to  be  referred  for  residential  rehabilitation 
than  those  over  65  years  of  age  (Authorities  C,  D,  G,  J,  I,  M,). 
In  one  instance,  it  was  acknowledged  to  be  very  difficult  to 
persuade  senior  Social  Services  Department  management  that  an 
elderly  person  would  benefit  from  residential  rehabilitation 
(Authority  D) . Elsewhere,  fieldworkers  conceded  that  they 
were  unlikely  to  mention  the  availability  of  residential 
rehabilitation  to  people  over  65  years  of  age  (Authority  G) , 
and  in  another  Authority  (L)  it  was  believed  that  limitations 
in  the  Authority's  financial  resources  would  result  in 
preference  being  shown  to  younger  visually  handicapped  people 
wishing  to  attend  residential  rehabilitation.  In  the  view  of 
staff  in  one  Authority  (M) , those  most  likely  to  be  referred  for 
residential  social  rehabilitation  were  people  of  working  age  who 
had  been  affected  by  sudden  sight  loss;  while  in  another 
instance  (Authority  J)  the  evidence  of  previous  referrals  led 
the  Social  Services  Department's  representative  to  conclude  that 
those  most  likely  to  receive  a residential  rehabilitation 
service  would  be  young,  additionally  handicapped  blind  people. 
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8.15  Policies  such  as  these  would  clearly  have  considerable  effect  in 
further  limiting  the  number  of  people  likely  to  be  referred  for 
residential  social  rehabilitation.  Nevertheless,  in  only  one 
Local  Authority  (S)  was  it  suggested  that  RNIB's  residential 
social  rehabilitation  facility  should  concentrate  exclusively  on 
providing  services  to  those  visually  handicapped  people  with 
special  needs  - the  multiply  handicapped,  the  deaf-blind,  and 
visually  handicapped  people  with  additional  physical  handicaps. 

8.16  The  second  major  factor  considered  likely  to  limit  the  number 
of  people  referred  for  residential  social  rehabilitation  was 
the  belief  that  very  few  people  would  be  prepared  to  leave 
their  homes.  The  clear  preference  for  day  centre  and 
domiciliary  rehabilitation  expressed  by  respondents  in  the 
third  phase  of  this  survey  serves  to  support  this  contention 
(see  paragraphs  4.14-4.16  above).  In  thirteen  of  the  Local 
Authorities  consulted,  it  was  considered  that  clients' 
unwillingness  to  go  away  from  home,  even  to  attend  relatively 
short  courses,  would  be  of  major  significance  in  determining 
the  number  of  residential  referrals.  Of  these  thirteen,  seven 
identified  the  distance  of  the  residential  centre  as  the  key 
factor  in  exacerbating  clients'  reluctance  to  leave  home 
(Authorities  I,  J,  K,  L,  M,  N;  Q;  A,  B,  E,  G,  P,  S) . On  the 
understanding  that  the  RNIB's  combined  vocational  and  social 
Rehabilitation  Centre  would  continue  to  be  based  in  the  Torbay 
area,  representatives  of  these  seven  Authorities,  emphasised 
their  belief  that  their  clients  would  not  be  willing  to 
undertake  a course  at  a Centre  so  distant  from  their  homes. 

Social  Services  Department  representatives  in  the  far  north  of 
England  pointed  out  that  since  their  clients  had  been  extremely 
reluctant  to  travel  as  far  as  Nottingham  for  social  rehabilitation, 
they  were  hardly  likely  even  to  consider  attending  a centre  as 
distant  as  Torquay.  In  all,  representatives  of  seven  of  the 

ten  Local  Authority  Social  Services  Departments  located  in  the 
Midlands  and  the  North  were  strongly  critical  of  the  decision 
to  locate  a national  social  rehabilitation  facility  in  the  far 
south-west  of  the  country.  Although  staff  in  two  of  these 
Authorities  (N,  G)  were  prepared  to  acknowledge  that  a 
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centrally  located  national  rehabilitation  resource  would  be 
acceptable,  representatives  of  six  other  Social  Services 
Departments  maintained  that  regional  residential  rehabilitation 
centres  would  be  preferred  by  both  clients  and  Social  Services 
Departments  (Authorities  I,  J,  K,  L,  M,  N) . 

8.17  It  was  evident  that  the  current  location  of  RNIB's  residential 
social  rehabilitation  service  was  much  less  emotive  an  issue 
within  Local  Authorities  in  the  south  of  the  country.  It 

is  noteworthy,  however,  that  the  introduction  of  social 
rehabilitation  courses  to  RNIB  Manor  House  had  prompted 
management  in  one  Authority  to  consider  the  possibility  of 
exploiting  that  Centre  as,  in  effect,  its  own  regional 
rehabilitation  resource.  In  this  context  also,  attention 
should  be  drawn  to  the  very  high  level  of  referrals  made  in 
the  past  to  Clifton  Spinney  by  the  Nottinghamshire  Social 
Services  Department  - 50%  higher  than  any  other  single 
Authority. 

The  Role  of  RNIB  in  the  Development  of  Local  Services  to 
Visually  Handicapped  People 

8.18  The  quality  and  location  of  RNIB's  residential  rehabilitation 
service  are  clearly  key  factors  in  determining  the  number  of 
referrals  likely  to  be  made  by  Local  Authority  Social  Services 
Departments.  Nevertheless,  it  is  apparent  from  the  attitudes  of 
both  Social  Services  Departments  and  visually  handicapped  people 
themselves  that  a residential  social  rehabilitation  service  is 
unlikely  to  benefit  more  than  a very  small  number  of  the  22,000 
people  in  England  and  Wales  who  lose  their  sight  each  year.* 

If  RNIB  wishes  to  ensure  that  the  greatest  possible  number 
of  visually  handicapped  people  are  able  to  benefit  from  an 
effective  and  accessible  rehabilitation  service,  it  would  be 
ill  advised  to  concentrate  its  resources  exclusively  upon  the 


* 


New  blind  and  partially  sighted  registrations  in  England  and 
Wales  to  the  year  ending  31/3/80:  22,471. 
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development  of  an  improved  residential  social  rehabilitation 
facility.  Only  by  diverting  some  part  of  its  attention  and 
resources  to  the  development  of  rehabilitation  services  at 
regional  and  local  level  does  it  appear  likely  that  RNIB  could 
have  any  substantial  effect  upon  the  standard  of  rehabilitation 
available  to  the  great  majority  of  visually  handicapped  people 
in  this  country.  It  should  be  emphasised  that  during  the  course 
of  discussions  within  Local  Authorities  it  was  not  envisaged, 
or  even  considered,  that  RNIB  should  attempt  to  replace  the 
provision  of  the  statutory  sector  by  creating  its  own  national 
network  of  day  centre  and  domiciliary  services.  It  was 
certainly  recognised  that  such  a course  of  action  would  be 
beyond  the  resources  of  any  one  voluntary  agency,  and  in  many 
instances  such  a transfer  of  responsibility  from  the  statutory 
to  the  voluntary  sector  was  considered  undesirable  by  Local 
Authority  representatives.  Nevertheless,  from  the  evidence 
gathered  in  the  course  of  discussions  in  nineteen  Social 
Services  Departments,  there  can  be  no  doubt  that  a significant 
role  awaits  RNIB  in  terms  of  the  stimulation  and  development 
of  existing  Local  Authority  services  to  visually  handicapped 
people . 

RNIB  as  Rehabilitation  Consultants 


8.19  In  the  view  of  staff  in  sixteen  of  the  nineteen  Local 

Authorities  taking  part  in  the  survey,  RNIB  should  be  more 
active  in  providing  advice  and  support  to  Social  Services 
Departments  at  all  levels  on  the  development  of  their  services 
to  visually  handicapped  people  (Authorities  B,  C,  F,  G,  H, 

I,  J,  K,  L,  M,  N,  0,  P,  Q,  R,  S) . In  four  of  these  Local 
Authorities,  Social  Services  Department  representatives 
maintained  the  belief  that  the  provision  of  such  a consultancy 
service  was  the  most  valuable  function  RNIB  could  perform  at 
regional  and  local  level  - outweighing  the  importance  even 
of  a peripatetic  pre-assessment  and  follow-up  service  for 
residential  rehabilitation  (Authorities  C,  F,  H,  M) . It  was 
generally  agreed  that  any  advisory  or  consultancy  service 
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provided  by  RNIB  should  be  broad  enough  in  scope  to  encompass 
the  needs  of  both  fieldworkers  and  senior  Social  Services 
Department  management.  During  the  course  of  discussions,  a 
variety  of  issues  were  identified  on  which  expert  guidance 
and  information  from  RNIB  would  be  welcomed: 

specialist  staffing  levels 

models  of  good  practice  amongst  other  Local  Authorities 
management  of  service  delivery 

levels  of  recurrent  and  capital  expenditure  on  services 
to  the  visually  handicapped 

professional  support  and  advice  to  specialist 
fieldworkers 

assistance  in  the  preparation  of  effective  submissions, 

by  fieldworkers  to  management  and  by  management  to 

committee,  arguing  the  need  for  developments  in  services 

to  the  visually  handicapped 

advice  on  the  computerisation  of  registers 

advice  on  high  technology  aids  for  the  visually 

handicapped . 

.20  As  this  range  of  topics  indicates,  the  kind  of  consultancy 
service  envisaged  by  Social  Services  Departments  would  need 
to  be  of  a highly  professional  standard,  requiring  not  only 
specialist  expertise  in  visual  handicap,  but  also  a clear 
understanding  of  the  operation  of  Social  Services  Departments 
and,  in  addition,  a thorough  appreciation  of  management  methods. 
In  order  to  supply  the  breadth  and  quality  of  service  required, 
it  was  apparent  that  RNIB  consultants  would  in  turn  need  to 
draw  upon  highly  developed  information,  research  and  training 
resources,  either  within  RNIB  or  elsewhere. 
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RNIB  Information  Services 


8.21  The  need  for  RNIB  to  expand  and  improve  its  existing  information 
service  was  considered  to  be  urgent  within  eleven  of  the 
Local  Authorities  consulted  (Authorities  B,  C,  G,  H,  I,  J, 

K,  L,  M,  N , S).*  The  view  was  commonly  expressed  within 
these  Authorities  that  reliable,  up-to-date  information  on 
services,  benefits  and  equipment  available  to  the  visually 
handicapped  was  not  readily  accessible,  and  that  RNIB  was  not 
sufficiently  active  in  disseminating  information  regarding 
its  own  provisions.  Specific  information  needs  identified 
by  Social  Services  Department  representatives  were  for  a 
newsletter  on  the  applications  of  new  technology,  as  well  as 
for  a comprehensive  information  sheet  on  all  the  financial 
benefits  administered  by  RNIB,  including  pensions,  grants, 
students  allowances  and  the  personal  reading  service,  giving 
details  of  eligibility,  and  method  of  application  in  each 
case.  Although  recent  improvements  in  the  quality  of  RNIB's 
information  leaflets  were  acknowledged,  the  view  was  maintained 
that  the  supply  of  leaflets  did  not  in  itself  constitute  an 
adequate  information  service.  In  the  opinion  of  a number  of 
Social  Services  Department  representatives,  information  could 
be  conveyed  far  more  effectively  through  personal,  face-to-face 
contact,  than  by  means  of  printed  leaflets,  newsletters,  or  even 
telephone  calls.  In  three  Local  Authorities  (G,  H,  I)  it  was 
proposed  that  RNIB  should  hold  regular  half  day  or  one  day 
seminars  at  local  or  regional  level  to  keep  Social  Services 
Department  staff  up-to-date  with  RNIB's  services. 


It  should  be  noted  that  steps  have  already  been  taken  within 
RNIB's  Vocational  and  Social  Services  Department  to  respond 
to  this  need.  A computerised  mailing  list  of  Social  Services 
Department  staff  concerned  with  the  welfare  of  the  visually 
handicapped  has  been  created  to  facilitate  the  distribution  of 
printed  leaflets  and  up-to-date  fact  sheets. 
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RNIB  and  Rehabilitation  Research 


8.22  If  RNIB  is  to  succeed  in  the  role  of  adviser  and  consultant  to 
Local  Authority  Social  Services  Departments,  its  guidance  on 
rehabilitation  practice  and  methods  of  service  delivery  would 
need  to  be  based  not  only  upon  existing  experience,  but  also 
upon  the  evidence  of  progressive  programmes  of  empirical  as 
well  as  descriptive  research.  Representatives  of  several 
Social  Services  Departments  consider  that  RNIB  should  itself 
be  more  active  in  conducting  research  into  the  methods  and 
management  of  rehabilitation  for  the  visually  handicapped, 

and  regarded  the  proposed  consultancy  service  as  an  effective 
channel  for  the  co-ordination  and  dissemination  of  research  in 
this  field  (Authorities  I,  M,  S) . 

RNIB  and  Training  in  Visual  Handicap 

8.23  It  was  apparent  during  discussions  with  Social  Services 
Department  representatives  that  the  dissemination  of 
information  and  research  was  a topic  closely  associated 

with  the  provision  of  training  for  Social  Services  Department 
staff,  and  distinctions  between  the  twin  disciplines  of 
information  and  training  tended  to  be  blurred.  Nevertheless, 
in  nine  of  the  nineteen  Local  Authorities  consulted  it  was 
considered  that  RNIB  should  provide  in-service  training 
programmes  for  both  specialist  and  non-specialist  staff 
concerned  for  the  welfare  of  visually  handicapped  people. 

It  was  envisaged  that  such  training  programmes  should  be 
designed  to  cater  for  the  needs  of  all  levels  of  Social 
Services  Department  personnel,  from  home  helps  and  residential 
care  assistants  to  senior  management.  Whether  the  proposed 
consultancy  service  would  be  called  upon  purely  to  convey 
information  or  also  to  impart  skills,  there  can  be  little 
doubt  that  in  order  to  convey  its  message  effectively,  the 
consultancy  service  would  need  to  have  recourse  to  the 
techniques  and  resources  of  modern  teaching  methods,  for 
example:  audio  visual  and  video  training  media,  "packaged" 
learning  programmes. 
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RNIB  and  the  Development  of  Local  Rehabilitation  Services 
- the  way  forward 

8.24  During  the  course  of  discussions  within  Local  Authorities,  it 
was  recognised  that  proposals  for  the  introduction  by  RNIB  of  a 
general  consultancy  service  to  Social  Services  Departments  were 
at  too  early  a stage  of  development  for  any  firm  conclusions  to 
be  drawn  on  the  structure  or  method  of  delivery  which  such  a 
service  might  assume.  In  some  Authorities  it  was  envisaged 
that  certain  aspects  of  a consultancy  service,  such  as  advice 
and  support  to  specialist  f ieldworkers , information  and 
in-service  training,  might  appropriately  form  part  of  the 
function  of  a regionally-based  or  peripatetic  Rehabilitation 
Consultant,  concerned  with  the  pre-assessment  and  follow-up  of 
clients  referred  for  residential  rehabilitation.  In  other  Local 
Authorities,  however,  it  was  recognised  that  the  requirements  of 
providing  a consultancy  service  to  all  levels  of  Social  Services 
Department  personnel,  in  addition  to  practical  fieldwork  and 
liaison  with  the  residential  rehabilitation  centre,  would  be 
too  many  and  too  various  to  be  adequately  performed  by  any  one 
individual.  A suggestion  made  by  representatives  of  two  Local 
Authorities  (F,  N)  was  that  the  role  of  RNIB's  existing  regional 
offices  should  be  extended  to  encompass  the  functions  of  a 
professional  consultancy  service  to  Social  Services  Departments. 
In  general,  however,  it  was  considered  that  the  extent  to  which 
the  duties  of  a broadly  based  consultancy  service  could  be 
assumed  by  an  outstationed  Rehabilitation  Consultant,  would 
need  to  form  the  subject  of  detailed  negotiation  between  RNIB 
and  individual  Local  Authorities. 

8.25  Whatever  the  model  to  be  adopted  by  the  RNIB  for  the  provision 
of  consultancy  services  to  Local  Authority  Social  Services 
Departments,  two  clear  requirements  emerged  from  discussions. 

In  the  first  place,  it  was  considered  essential  that  the  service 
be  easily  accessible  to  all  Social  Services  Department  workers, 
and  in  consequence  it  was  believed  that  the  service  should  be 
organised  on  a regional  rather  than  a centralised  basis. 
Secondly,  and  perhaps  even  more  importantly,  it  was  repeatedly 
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emphasised  that  the  availability  of  a consultancy  service 
would  need  to  be  actively  promoted  by  RNIB  itself,  in  order  to 
combat  the  image  of  remoteness  commonly  associated  with  the 
Institute  (see  paragraph  8.2).  It  was  considered  that  only  by 
the  vigorous  promotion  of  its  consultancy  services  could  RNIB 
succeed  in  raising  the  level  of  awareness  of  the  issues  of 
visual  handicap  throughout  Social  Services  Departments.  A 
consultancy  service  which  depended  passively  upon  incoming 
enquiries  made  by  Local  Authority  staff  would,  it  was 
maintained,  be  of  only  limited  value  and  efficacy. 

8.26  Despite  widespread  recognition  amongst  Social  Services 
Departments  of  the  requirement  for  a general  consultancy 
service  relating  to  the  needs  of  the  visually  handicapped, 
there  were  two  principal  reservations  regarding  the  RNIB's 
possible  performance  of  this  role.  In  the  first  place,  it 
was  considered  by  representatives  of  four  Local  Authorities 
(C,  H,  J,  Q)  that  any  guidelines  for  the  standards  of  service 
to  visually  handicapped  people  which  might  be  drawn  up  by  RNIB 
would  need  to  have  the  backing  of  the  DHSS,  preferably  in 
mandatory  form,  in  order  to  be  effective.  Secondly,  it  was 
emphasised  in  one  of  these  Authorities,  as  well  as  in  three 
others  (J,  0,  R,  S)  that  if  the  RNIB's  advice  to  Social  Services 
Departments  were  to  have  any  credibility,  the  Institute  would 
need  to  set  its  own  house  in  order  before  attempting  to  advise 
any  other  agency  on  the  provision  of  services  to  the  visually 
handicapped . 

8.27  In  addition  to  providing  advice  and  guidance  aimed  at 
stimulating  the  development  of  Local  Authority  services  to 
the  visually  handicapped,  representatives  of  a number  of 
Social  Services  Departments  considered  that  RNIB  should 
itself  be  more  active  in  providing  services  at  local  level 
(Authorities  A,  D,  F,  L,  N,).  In  three  Authorities  the  view 
was  held  that  RNIB  should  provide  financial  support  to  Social 
Services  Departments  wishing  to  develop  the  services  for 
visually  handicapped,  perhaps  by  means  of  joint-funding 
arrangements  (Authorities  D,  F,  L) . In  two  other  Authorities 
(A,  N)  Social  Services  Department  representatives  maintained 
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the  belief  that  RNIB  could  not  effectively  exert  its  influence 
and  raise  standards  of  service  unless  it  became  actively 
involved  in  the  welfare  of  the  visually  handicapped  at  grass 
roots  level,  and  comparisons  were  drawn  with  the  local  and 
regional  structure  of  other  national  voluntary  agencies,  such 
as  MIND. 

RNIB  - an  Advocate  for  the  Visually  Handicapped  at  National 
and  Local  Level 


8.28  Many  Social  Services  Department  representatives  considered  that 
RNIB  has  a responsibility  to  safeguard  as  well  as  to  develop  the 
standards  of  services  available  to  visually  handicapped  people, 
and  it  was  acknowledged  that  RNIB  had  an  important  role  to  play 
in  campaigning  for  better  standards  of  provision  for  all 
visually  handicapped  people.  In  thirteen  of  the  nineteen  Local 
Authorities  consulted  it  was  considered  that  RNIB  should  be  more 
active  and  more  effective  as  a pressure  group  at  national  and 
local  level,  both  by  lobbying  MP ' s and  by  monitoring  the  quality 
and  availability  of  Local  Authority  services  (Authorities  A,  C, 
D,  G,  I,  J,  K,  L,  M,  P,  Q,  R,  S).  Within  these  Authorities 
there  was  felt  to  be  a clear  need  for  a strong,  well-informed 
consumer  agency  to  act  as  the  voice  of  visually  handicapped 
people  nationally.  In  a number  of  Authorities  it  was 
acknowledged  that  RNIB  had  a duty  to  remind  Local  Authorities 
of  their  responsibilities  under  the  Chronically  Sick  and 
Disabled  Persons  Act,  bringing  any  deficiencies  in  service 
to  the  attention  of  Social  Services  Department  management 
either  informally  or  by  the  preparation  of  thorough  evaluative 
reports  on  the  quality  of  statutory  services.  In  two  instances, 
however,  some  concern  was  voiced  that  RNIB's  adoption  of  the 
role  of  an  inspectorate  might  well  conflict  with  the  need  to 
develop  better  services  to  visually  handicapped  people 
through  closer  co-operation  between  Local  Authorities  and 
RNIB  (Authorities  C,  M) . Although  it  was  acknowledged  that 
the  two  apparently  conflicting  functions  had  been  undertaken 
with  apparent  success  by  other  national  voluntary  agencies,  it 
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was  emphasised  that  RNIB's  services  to  Local  Authorities  would 
need  to  be  carefully  structured  in  order  to  ensure  that  the 
monitoring  function  did  not  undermine  the  developmental  work 
of  the  proposed  Rehabilitation  Consultants. 


SUMMARY 


i)  RNIB  appeared  to  representatives  of  a significant  number  of 
Local  Authority  Social  Services  Departments  to  be  a remote,  old 
fashioned  organisation,  unconcerned  with  the  promotion  of  its 
services.  RNIB's  involvement  in  the  provision  of  social 
rehabilitation  commanded  little  attention  or  respect  (8. 1-8.3) 

ii)  Social  Services  Department  representatives  recommended  that  a 
number  of  improvements  should  be  made  in  RNIB's  residential 
social  rehabilitation  service: 

Courses  should  be  more  flexible,  both  in  content  and 
duration.  (8.5-8. 6) 

Residential  rehabilitation  programmes  should  be  accompanied 
by  thorough  pre-assessment  and  follow-up.  (8. 7-8.9) 

More  effective  liaison  should  be  developed  between  the 
residential  Rehabilitation  Centre  and  Local  Authority  social 
workers.  (8.10) 

Opportunities  for  family  involvement  in  residential 
rehabilitation  should  be  developed.  (8.11) 

More  emphasis  should  be  placed  on  the  use  of  residual  vision 
in  residential  rehabilitation  programmes.  (8.12) 

Greater  attention  should  be  paid  to  the  emotional  needs  of 
people  attending  residential  rehabilitation  courses.  (8.12) 

Regular  monitoring  of  the  standards  of  its  own  residential 
rehabilitation  service  should  be  carried  out  by  RNIB.  (8.12) 
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iii)  In  the  majority  of  Local  Authorities  consulted,  it  was 
recommended  that  RNIB  should  appoint  Rehabilitation  Consultants 
to  co-ordinate  pre-assessment  and  follow-up  services  for 
residential  rehabilitation,  to  promote  better  liaison 
between  Local  Authority  Social  Services  Departments  and 

the  RNIB  Rehabilitation  Centre,  and  to  provide  professional 
support  to  Local  Authority  specialist  f ieldworkers . (8.9) 

iv)  Although  Social  Services  Department  representatives  emphasised 
the  need  for  improvements  in  residential  social  rehabilitation, 
the  future  demand  for  this  service  was  predicted  to  be  very  low. 
There  were  clear  indications  that  young  visually  handicapped 
people  were  more  likely  to  be  referred  for  residential  social 
rehabilitation  than  those  over  65  years  of  age.  Only  in  one 
Local  Authority  was  it  suggested  that  RNIB's  residential  social 
rehabilitation  facility  should  concentrate  exclusively  upon  the 
provision  of  the  service  to  additionally  handicapped  blind 
people  with  special  needs.  (8.13-8.15) 

v)  Whilst  it  was  acknowledged  that  visually  handicapped  people  were 
in  general  reluctant  to  leave  home  to  attend  residential  social 
rehabilitation,  the  distance  of  the  residential  Centre  was 
considered  to  be  a key  factor  in  determining  the  number  of 
clients  willing  to  take  up  places  on  a residential  course. 
(8.16-8.17) 

vi)  In  view  of  the  low  demand  for  residential  social  rehabilitation 
predicted  by  Social  Services  Department  representatives,  RNIB 
will  not  succeed  in  affecting  the  quality  of  rehabilitation 
services  available  to  the  great  majority  of  visually  handicapped 
people  unless  it  diverts  some  part  of  its  resources  to  the 
development  of  regional  and  local  rehabilitation  services. 

(8.18) 
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vii)  There  was  clear  evidence  that  both  fieldworkers  and  management 
in  Local  Authority  Social  Services  Departments  looked  to 

RNIB  to  provide  a consultancy  service  for  the  development 
and  organisation  of  their  specialist  services  to  visually 
handicapped  people.  It  was  recognised  that  an  effective  and 
professional  consultancy  service  of  this  kind  would  need  to  be 
supported  by  rehabilitation  research,  in-service  training 
programmes  for  Social  Services  Department  staff,  and  by 
improvements  in  RNIB's  information  services.  (8.19-8.23) 

viii)  In  discussing  possible  models  for  the  development  of  RNIB 
consultancy  services  to  Local  Authority  Social  Services 
Departments,  two  clear  requirements  emerged: 

Services  should  be  easily  accessible  to  all  Social 
Services  Department  staff  and  should  therefore  be 
organised  on  a regional  rather  than  a centralised 
basis . 

The  service  should  be  vigorously  promoted  by  RNIB 
(8.24-8.27) 

ix)  In  the  majority  of  Local  Authorities  consulted,  it  was 
considered  that  RNIB  should  be  more  active  as  a pressure  group 
at  both  national  and  local  level.  Some  concern  was  expressed 
however,  that  the  role  of  "consumer  watchdog"  might  conflict 
with  the  need  for  RNIB  to  develop  closer  active  co-operation 
with  Local  Authority  Social  Services  Departments.  (8.28) 


CONCLUSIONS 


It  will  assuredly  come  as  little  surprise  to  those  directly 
involved  with  the  welfare  of  the  visually  handicapped,  that 
the  evidence  of  the  present  survey  of  Local  Authority  social 
rehabilitation  services  broadly  confirms  the  validity  of  the 
three  hypotheses  originally  formulated  by  the  Study  Group: 

There  was  assumed  to  be  considerable  disparity  in  the 
extent  and  quality  of  services  provided  by  Local  Authority 
Social  Services  Departments  in  various  parts  of  the 
country . 

It  was  assumed  that  the  services  provided  to  visually 
handicapped  people  living  in  rural  Authorities  would  be 
less  sophisticated  than  those  available  in  urban  Authority 
areas . 

It  was  presupposed  that  the  majority  of  Local 
Authorities  refrained  from  sending  clients  on 
residential  rehabilitation  courses  because  they 
- and  their  clients  - preferred  rehabilitation  to 
be  provided  by  a local  domiciliary  or  day  centre  service. 

However,  besides  providing  substantive  evidence  to  corroborate 
those  suppositions,  the  findings  of  this  study  suggest  some 
important  provisos  which  serve  both  to  qualify  and  to  refine 
those  initial  general  assumptions. 

In  the  first  place,  with  regard  to  variations  in  the  extent  and 
quality  of  Local  Authority  services  to  visually  handicapped 
people,  it  must  be  remembered  that  the  evidence  derived  from 
the  present  sample  of  Local  Authorities  provides  a relatively 
favourable  picture  of  Social  Services  Department  provision 
throughout  the  country  (paragraph  3.15).  Had  it  proved  possible 
to  survey  a selection  of  Local  Authorities  which  conformed 
precisely  to  the  original  sample  design,  the  disparity  between 
the  range  and  standard  of  services  available  would  undoubtedly 
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have  appeared  even  greater.  Of  equal  significance,  however, 
is  the  finding  that  considerable  variations  in  the  extent  and 
quality  of  Social  Services  Department  provision  to  blind  and 
partially  sighted  people  exist  within  as  well  as  between 
individual  Local  Authorities  (paragraphs  5.7-5.10,  6.6-6.10). 

The  origins  of  unequal  distribution  of  specialist  resources 
within  a given  Local  Authority  may  lie  in  history,  but 
responsibility  for  the  perpetuation  of  this  situation 
must  inevitably  lie  with  senior  Social  Services  Department 
management . 

.3  The  second  proposition  originally  put  forward  by  the  Study  Group 
was  that  the  services  provided  to  visually  handicapped  people 
in  rural  Authorities  would  be  less  sophisticated  than  those 
available  in  urban  Authority  areas.  If  it  may  be  accepted  that 
the  minimum  requirements  for  'good  practice'  involve,  firstly, 
direct  and  integrated  access  to  both  qualified  social  work  and 
technical  rehabilitation  services;  secondly,  the  provision  of 
initial  specialist  assessments  to  all  newly  referred  visually 
handicapped  clients;  and  thirdly,  reasonably  adequate  numbers 
of  specialist  staff  including  Mobility  Officers,  then  it  must 
be  concluded  that  no  more  than  three,  or  at  most  four,  of  the 
nineteen  Local  Authorities  considered  in  the  present  sample 
can  be  cited  as  examples  of  'good  practice'.  It  so  happens 
that  in  addition  to  the  criteria  given  above,  all  four  of  those 
Social  Services  Departments  provided  day  centre  rehabilitation 
courses,  and  all  four  were  located  in  urban  areas.  Despite  this 
apparently  conclusive  evidence  in  favour  of  urban  Authorities, 
it  is  essential  to  recognise  that  the  circumstances  which  affect 
the  organisation  of  specialist  services  to  a minority  client 
group  are  considerably  more  complex  in  rural  Authorities  than 
in  urban  ones.  To  dismiss  the  provision  of  rural  Social 
Services  Departments  as  'less  sophisticated',  therefore,  is 
likely  to  be  a dangerous  oversimplification.  Further  research 
is  clearly  desirable  in  order  to  explore  the  efficacy  of 
alternative  models  of  service  delivery  in  rural  Authorities. 
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9.4  The  validity  of  the  Study  Group's  third  hypothesis,  concerning 
the  presumed  preference  of  Local  Authority  Social  Services 
Departments  and  their  visually  handicapped  clients  for  local 
domiciliary  or  day  centre  rehabilitation,  was  both  confirmed 
and  reinforced  by  the  evidence  of  the  survey  (paragraphs 
4.14-4.15,  7. 1-7. 2).  However,  it  was  also  apparent  that  the 
widespread  commitment  to  local  rehabilitation  services  within 
Local  Authorities  was  not  in  practice  matched  by  concomitant 
development  in  provision  at  local  level  for  people  who  lose 
their  sight  in  adult  life.  Particularly  disturbing  is  the 
tendency  revealed  by  the  survey  for  development  activity  to  be 
concentrated  largely  amongst  those  Authorities  whose  levels  of 
specialist  service  to  the  visually  handicapped  are  already 
comparatively  reasonable;  while  among  Authorities  with  a low 
level  of  service,  on  the  other  hand,  there  were  indications  of 
further  deterioration  in  specialist  provision  (paragraphs  3.14, 
6.23,  7.15) . 

9.5  During  the  course  of  the  survey,  there  emerged  a number  of  other 
major  issues  affecting  the  availability  and  quality  of  social 
rehabilitation  services  for  visually  handicapped  people.  These 
concerned : 

The  pervasiveness  of  negative  and  discriminatory  'ageist' 
attitudes,  which  inform  the  provision  of  services  to 
elderly  visually  handicapped  people.  (4.13,  5.11-5.14) 

The  prevailing  lack  of  early  intervention  in  cases 
involving  visual  handicap  by  Social  Services  Departments. 
(5. 2-5. 6) 

The  widespread  variation  in  attitudes  towards,  and 
provision  of,  family  and  client  counselling  as  part  of  the 
rehabilitation  process.  (5.44-5.49) 

The  increasing  need  to  identify  and  develop  more 
stimulating  and  satisfying  leisure  and  recreational 
opportunities  for  visually  handicapped  people.  (4.30-4.32, 
5.40-5.42) 
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The  full  consideration  appropriate  to  these  important  and 
complex  issues,  which  would  extend  into  the  fields  of  Health 
Service  provision  and  specialist  social  work  training,  must 
of  necessity  lie  outside  the  scope  of  the  current  enquiry. 
Nevertheless,  it  is  hoped  that  the  limited  discussion  of  these 
issues  incorporated  in  the  present  report  will  provide  some 
stimulus  to  their  further  consideration  elsewhere. 

9.6  Despite  the  favourable  bias  of  the  final  sample,  the  picture 
of  Local  Authority  social  rehabilitation  services  to  visually 
handicapped  people  built  up  from  the  findings  of  this  survey 
is  predominantly  a bleak  one.  Nevertheless,  it  would  be 
mistaken  to  conclude  that  prospects  for  the  future  remain 
unrelievedly  dismal.  Undoubtedly,  one  of  the  most  positive 
features  to  emerge  from  the  process  of  enquiry  and  discussion 
within  Local  Authority  Social  Services  Departments,  was  the 
readiness  with  which  representatives  of  a clear  majority  of 
those  Authorities  acknowledged  their  willingness  to  look  to 
RNIB  for  advice  and  guidance  on  the  development  of  services  to 
the  visually  handicapped.  In  view  of  the  general  commitment 
among  Social  Services  Departments  to  local  day  centre  and 
domiciliary  provision,  it  is  vital  for  RNIB  to  acknowledge 
its  responsibility  to  promote  and  safeguard  the  quality  of 
rehabilitation  available  to  visually  handicapped  people 
throughout  the  country.  As  the  survey  has  shown,  the 
opportunity  is  now  present  for  RNIB  to  influence  the 
standards  of  Local  Authority  rehabilitation  services, 

for  example,  through  the  intervention  of  an  outstationed 
Rehabilitation  Consultant. 

9.7  If  the  advice  of  RNIB  is  to  carry  sufficient  authority,  it 
must  of  course  be  supported  by  the  evidence  of  empirical 
research,  designed  both  to  assess  and  to  improve  the  methods 
and  management  of  rehabilitation  for  visually  handicapped 
people.  The  development  of  rehabilitation  programmes 
appropriate  to  the  needs  of  elderly  visually  handicapped 
people  is  a particularly  urgent  need,  and  the  findings  of 
the  present  survey  lend  further  weight  to  the  recommendation 
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of  Tobin  and  Hill  that  in-depth  study  of  the  rehabilitation 
needs  of  the  elderly  is  required.*  whilst  it  is  clearly 
essential  for  RNIB  to  develop  its  expertise  and  enhance  its 
reputation  in  the  field  of  rehabilitation,  it  may  also  be 
argued  that  acceptable  standards  in  the  provision  of  statutory 
rehabilitation  services  to  visually  handicapped  people 
throughout  the  country,  are  unlikely  to  be  achieved  without 
clear,  mandatory  directives  from  central  Government.  With  this 
realisation  in  mind,  therefore,  it  would  clearly  be  advantageous 
for  RNIB  to  ensure  that  its  guidance  to  Local  Authorities  had 
the  support  of  DHSS. 

9.8  The  development  of  adequate  statutory  social  rehabilitation 

services  capable  of  meeting  the  needs  of  visually  handicapped 
people  in  all  parts  of  the  country,  though  a vital  goal,  will 
clearly  not  be  achieved  in  the  short  term.  Moreover,  despite 
the  commitment  to  local  rehabilitation  services,  representatives 
of  the  Social  Services  Departments  surveyed  envisaged  continuing 
recourse  to  residential  social  rehabilitation,  albeit  for  only 
very  small  numbers  of  clients  (paragraphs  7.1,  8.13-8.17).  RNIB 
will  doubtless  need  to  call  into  question  whether  the  cost  of 
maintaining  such  a service  is  justified  by  the  very  small 
numbers  of  visually  handicapped  people  likely  to  benefit  from 
it.  Nevertheless,  it  should  be  recognised  that  implementation 
of  the  recommendations  contained  in  Chapter  8 for  improvements 
to  the  nature  and  quality  of  residential  social  rehabilitation, 
would  be  likely  to  stimulate  greater  demand  for  that  service 
(paragraphs  8.4-8.17).  In  addition  to  proposals  relating  to  the 
structure  and  content  of  residential  rehabilitation  courses,  it 
was  apparent  that  Social  Services  Department  representatives 
also  considered  the  location  of  such  a service  to  be  an 
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issue  of  major  significance.  The  decision  to  locate  a national 
residential  resource  for  social  rehabilitation  in  the  far 
south-west  of  the  country  was  felt  to  be  a particularly 
emotive  issue  amongst  Authorities  located  in  the  Midlands 
and  the  north  of  the  country.  The  prevailing  attitude  to 
emerge  from  discussions  within  the  sample  of  Social  Services 
Departments  as  a whole  was  plainly  that  the  nearer  a residential 
facility  was  located  to  the  home  area,  the  more  likely  it  was 
to  be  used  (see  paragraphs  8.16-8.17).  The  main  focus  for 
discussion  of  the  RNIB's  future  role  in  the  provision  of 
social  rehabilitation,  was  the  proposition  put  forward  by  the 
Study  Group  that  the  Institute  should  combine  and  develop  its 
vocational  and  social  rehabilitation  service  to  form  a national 
'centre  of  excellence'.  It  was  apparent  during  the  course  of 
the  survey  that  the  lukewarm  and  somewhat  disbelieving  response 
given  by  Local  Authority  staff  to  this  proposal  would  have  been 
replaced  by  more  positive  interest  and  support  had  it  been 
suggested  that  RNIB  would  in  future  organise  residential 
social  rehabilitation  on  a regional  rather  than  a national 
basis.  The  tendency  to  favour  local  or  regional  services 
in  preference  to  a centrally  based  national  resource  is  a 
characteristic  of  current  social  services  philosophy  common 
to  all  areas  of  provision,  and  is  reflected  in  the  fact  that 
other  national  voluntary  bodies,  such  as  Age  Concern,  MIND, 
Spastics  Society  and  the  British  Agencies  for  Adoption  and 
Fostering,  have  chosen  to  develop  an  interactive  role  with 
local  statutory  and  voluntary  agencies  by  means  of  regionally 
organised  services.  As  awareness  grows  within  Local  Authority 
Social  Services  Departments  of  the  issues  of  visual  handicap 
and  rehabilitation,  it  is  likely  that  the  demand  for  regional 
residential  rehabilitation  facilities  will  also  increase. 

In  none  of  the  Local  Authorities  consulted  was  it  seriously 
envisaged  that  a single  voluntary  agency,  such  as  RNIB,  could  or 
should  attempt  to  finance  and  maintain  from  charitable  funds  a 
network  of  permanent  residential  rehabilitation  centres,  spread 
throughout  the  country.  It  was  apparent,  however,  that  serious 
thought  should  be  given  to  a future  scenario  in  which  regional 
residential  rehabilitation  resources  might  be  developed  as  a 
co-operative  venture,  by  various  consortia  of  local  statutory  and 
voluntary  agencies,  assisted  and  co-ordinated  by  RNIB. 
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9.9  One  major  issue  not  addressed  within  the  present  report  concerns 
the  rehabilitation  needs  of  severely  multiply  or  additionally 
handicapped  blind  and  partially  sighted  people.  No  clear 
response  to  this  issue  within  the  context  of  current  and 
future  Social  Services  Department  provision  emerged  during 
the  course  of  the  survey,  essentially  because  the  very  small 
numbers  of  cases  coming  to  the  notice  of  any  one  Authority 
conditioned  a lack  of  awareness  of  the  scale  of  the  problem 
overall.  In  only  one  of  the  nineteen  Local  Authorities 
consulted,  was  it  proposed  that  RNIB  should  devote  its 
residential  social  rehabilitation  service  exclusively  to 
multiply  and  additionally  handicapped  blind  people  (see 
paragraph  8.15).  In  the  remaining  Authorities,  the  numbers 
of  cases  occurring  in  these  special  categories  were  simply 
too  small  for  their  needs  to  be  considered  separately  in  the 
planning  and  delivery  of  services.  Although  no  firm  conclusions 
can  be  drawn  from  such  negative  evidence  as  this,  the  provision 
of  rehabilitation  services  to  these  special  needs  groups  is 
clearly  an  issue  which  demands  further  serious  attention.  One 
alternative  to  the  option  of  specialist  residential  provision 
may  be  for  the  proposed  RNIB  Rehabilitation  Consultants  to 
ensure  that  appropriate  expertise  in  visual  handicap  is 
available  within  the  new,  progressive,  occupational  and 
assessment  centres  for  young  physically  and  mentally 
handicapped  people,  which  are  currently  being  developed  by 
a small  number  of  Local  Authorities,  including  two  of  those 
consulted  in  the  present  survey  (Authorities  M,  N) . The  Study 
Group  may  wish  to  consider  this  suggestion,  together  with  the 
following  proposals,  when  formulating  its  recommendations  on 
the  RNIB's  future  role  in  the  field  of  rehabilitation: 

1.  If  RNIB  acknowledge  a responsibility  to  promote  the 

welfare  of  visually  handicapped  people  throughout  the 
country,  it  should  be  more  active  in  ensuring  that  the 
statutory  social  rehabilitation  services  provided  by  Local 
Authority  Social  Services  Departments  are  adequate.  Since  both 
fieldworkers  and  managerial  staff  in  the  majority  of  Local 
Authorities  surveyed  would  welcome  advice  and  guidance  from 
RNIB,  the  Institute  should  establish  a consultancy  service  to 
Local  Authorities  as  outlined  in  Chapter  8 (8. 7-8. 9,  8.19-8.27) 
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2.  Since  Social  Services  Department  representatives  envisage 
that  there  will  be  a continuing  need  for  residential 

social  rehabilitation,  albeit  only  for  small  numbers  of 
people,  RNIB  should  improve  its  current  residential  social 
rehabilitation  service  in  line  with  the  recommendations  set  out 
in  Chapter  8 of  this  report  (8.5-8.12). 

3.  Since  the  initiatives  outlined  in  1.  and  2.  above  are 
likely  to  lead  to  increased  demand  at  regional  level  for 

rehabilitation  services  with  a residential  capability,  it  is 
recommended  that  RNIB  should  give  consideration  to  the  future 
remodelling  of  its  social  rehabilitation  service  on  a regional 
rather  than  on  a national  basis  (8.27). 

4.  In  order  further  to  develop  and  enhance  the  expertise  of 
its  own  rehabilitation  service,  and  to  support  the  work 

to  be  undertaken  by  the  proposed  Rehabilitation  Consultancy 
Service,  it  is  recommended  that  RNIB  promotes  and  supports 
research  designed  specifically  to  develop  and  improve  the 
methods  and  management  of  rehabilitation  services  to  visually 
handicapped  people  (8.22). 

5.  RNIB  should  give  serious  consideration  to  the  problems 
experienced  by  visually  handicapped  people  in  identifying 

and  pursuing  stimulating  and  satisfying  leisure  interests.  In 
particular,  consideration  should  be  given  to  the  development  of 
activity  holidays  as  outlined  in  paragraphs  4.30-4.32. 

6.  In  implementing  recommendations  1-5  above,  RNIB  should 
ensure  that  full  and  proper  emphasis  is  placed  upon  the 

needs  of  the  elderly,  who  form  75%  of  the  registered  visually 
handicapped  population. 
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About  RNIB 


RNIB  was  set  up  in  1868  to  provide  embossed  reading  material. 
Since  then  its  services  have  expanded  so  that  it  is  now  the 
largest  organisation  of  its  kind  in  the  world.  RNIB  offers 
skilled  caring  help  to  blind  people  of  all  ages,  from  babies  to 
grannies  - with  their  schooling,  to  find  and  to  do  the  same  jobs 
as  sighted  people,  to  run  their  own  homes  and  bring  up  families, 
to  enjoy  sports  and  hobbies  and  to  learn  to  cope  with  losing 
their  sight.  RNIB  also  promotes  research  to  prevent  blindness. 
RNIB  is  run  by  an  Executive  Council,  more  than  half  of  them 
visually  handicapped.  RNIB  depends  on  legacies  and  donations  to 
maintain  and  develop  its  services  to  the  130,000  blind  people  in 
Britain. 


RNIB  runs: 
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an  education  advisory  service 
four  nursery  schools 

two  schools  for  multi-handicapped  blind  children 
two  secondary  schools 
a further  education  college 

four  homes  for  elderly  blind  people  and  people  who  are 
deaf  as  well  as  blind 
a hostel  for  blind  workers  in  London 
four  hotels  for  holidays 

a rehabilitation  centre  for  newly  blind  people 
a school  of  physiotherapy 
a Commercial  Training  College 

the  Talking  Book  Library,  serving  over  57,000  blind  people 
braille  and  Moon  publishing  works 
a job  finding  and  employment  research  service 
a support  scheme  for  self-employed  blind  people 
a service  selling  every  year  at  subsidised  prices  aids  and 
games  for  blind  people 

a London  Resource  Centre  displaying  hundreds  of  aids  and 
giving  advice 

a grant  giving  scheme  for  research  to  prevent  blindness 
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